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The treatment of patients with myasthenia gravis prior 
to the year 1934 was ineffective in most cases, with a 
mortality rate between 80 and 90% within the first two 
years after the onset of the disease. When Mary Walker ' 
first reported on the use of the anticholinesterase, physo- 
stigmine, and later neostigmine, a new era in the pharma- 
cological treatment of this condition began. In 1935 
Everts * reported on the oral treatment of patients with 
myasthenia gravis by the use of tablets of neostigmine 
(Prostigmin) bromide, each one containing 15 mg. of 
the substance. In spite of some preliminary skepticism 
about the wisdom of frequent administration of such 
tablets to human beings, the successful treatment of many 
hundreds of cases of this condition was established. Dur- 
ing the intervening 20 years since the historical paper of 
Mary Walker, neostigmine has stood the test of time and 
experience and is regarded today as the basic pharmaco- 
logical preparation for treatment in myasthenia gravis. 


NEOSTIGMINE, ALKYL PHOSPHATES, AND MESTINON 


Neostigmine in tablet form, given by mouth, has cer- 
tain disadvantages, however, in adjusting all patients on 
adequate schedules that will take care of their symptoms 
throughout the day and night. This drug is very soluble 
in water, may be absorbed very quickly from the gas- 
trointestinal tract, and causes stimulation of smooth 
muscles, with cramps and diarrhea. In some instances 
there is an excessive effect at the myoneural junction, so 
that the point of benefit is passed and symptoms of muscle 
paralysis due to cholinergic block develop. In an effort 
to prevent these toxic effects, regular doses of belladonna 
preparation have been given with the neostigmine. This 
prevents the muscarinic effect on the intestinal tract but 
has no preventive effect on the (cholinergic) paralysis. 
The use of bellandonna masks the warning signs of 
overdosage and may lead to death in some patients; thus 


it is considered a very undesirable method of therapy. The 
second disadvantage of neostigmine is its short action. 
Ordinarily it must be taken every two hours, and, in 
severe cases, in order to maintain an even level of the 
neostigmine by mouth, it sometimes must be taken as 
often as every hour. When taken by mouth the drug 
reaches the peak level in about 30 minutes and begins to 
fall off in effectiveness after one and a half to two hours. 
While it is possible for a cooperative patient to continue 
to take the tablets at frequent intervals throughout the 
day, it is difficult to arrange this during the night, when 
interruptions of sleep are very upsetting to the patient. 
For the past 10 years efforts have been made to find a 
preparation with a similar effect to that of neostigmine 
but one that would have less effect on the gastrointestinal! 
tract and a longer action. There have been a series of 
communications in the literature on the effects of alkyl 
phosphates such as diiosopropyl fluorophosphate, tetra- 
ethyl pyrophosphate, and octamethyl pyrophosphor- 
amide in patients with myasthenia gravis.“ All of these 
compounds cause a prolonged suppression of the cholin- 
esterase. In the case of tetraethyl pyrophosphate this may 
be as long as three to four days. These preparations have 
a profound muscarinic effect on the smooth muscle, so 
that side-effects are most difficult to control when these 
drugs are used in treatment. Octamethyl pyrophosphor- 
amide, however, in approximately 30% of the patients in 
which it was tried could be balanced throughout the day 
with a minimum of side-effects and a prolonged anti- 
myasthenia response, so that only a small dose in the 
morning or evening was necessary. Many of the patients 
had to take atropine to prevent the side-effects, with the 
resulting danger of masking of overdosage, as mentioned 
in a previous paragraph. Whether it would have been 
possible to have developed a technique for successfully 
overcoming these disadvantages of octamethyl pyrophos- 
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phoramide is beside the point, because this drug has been 
abandoned by its manufacturer due to the dangers and 
cost involved in its preparation. It is no longer available 
for further experimental trial. 

In 1949 an analogue of neostigmine, Mestinon (a 
dimethyl carbamate of 3-hydroxy-1-methyl pyridinium 
bromide), was introduced in Europe, and some investi- 
gators felt that it had a prolonged effect and was less 
disturbing on the gastrointestinal tract than neostigmine. 
It was tested in a small way in this country at our clinic 
in dosage equivalent to that of neostigmine and was found 
to be so much less efficient that it was abandoned. A 
second evaluation of this compound was made in 1953- 
1954 at anumber of different centers in this country, this 
time with four times the dose per milligram as that of 
neostigmine. Under these circumstances favorable effects 
were obtained, with a marked reduction in the number 
of gastrointestinal side-effects but no evidence of pro- 
longed effect per dose.’ 

Therefore, it was encouraging to hear of a new com- 
pound that had a strong anticholinesterase effect and a 
longer sustained action than either Mestinon or neo- 
stigmine.” This compound, WIN 8077, is N.N’-bis(2- 
diethylaminoethyl ) oxamide bis-2-chlorobenzyl chloride, 
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Fig. 1.—Structural formulas of neostigmine, Mestinon bromide, and 
WIN 8077. 


the structural formula of which is compared with neo- 
stigmine and Mestinon in figure 1. It is to be noted that 
this compound is a double molecule and the N molecule 
has a methyl group between it and the ring. This com- 
pound is a white crystalline powder with a molecular 
weight of 608.5 and a melting point of 184.3. It is very 
soluble in water and can be sterilized by heat without 
alteration of its properties milligram for milligram. It has 
been found by Arnold and co-workers (1954) ° as active 
as an anticholinesterase substance as neostigmine when 
activity is determined in vitro by the method of Michel.’ 
It has approximately the same results in stimulation of 
smooth muscle in the isolated animal experiment as neo- 
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stigmine. In some of these experimental observations 
during preliminary study at the Sterling-Winthrop Re- 
search Institute evidence appeared that it potentiated the 
normal muscle twitch.* There was also a strong anti- 
curare effect, so that this preparation was 10 times more 
active than edrophonium (Tensilon) chloride and 2 to 3 
times more active than neostigmine and of longer dura- 
tion. No chronic toxic effects to the kidneys, liver, or 
blood-forming organs were found in animal experiments. 
Overdosage produced the same effects in animals as 
neostigmine, namely, vomiting, diarrhea, and salivation. 


CLINICAL EVALUATION 


Due to the possibility that WIN 8077 had many times 
the clinical benefit of neostigmine and might produce 
some undesirable effects on the human cardiovascular 
system, the use of it in patients was approached with ex- 
treme caution and care. The first patient with myasthenia 
gravis received the drug intravenously in December, 
1953, in doses of 5 to 50 meg. with no demonstrable ef- 
fect on the myasthenia gravis and with no side-effects. 
In January, 1954, a group of patients was tested and the 
dose was then cautiously raised in 50 mcg. increments 
from 50 to 250 mcg. Finally, at 250 mcg. very definite 
antimyasthenia properties were achieved without side- 
effects. From then on the dose was raised to as high as 
1 mg., at which point side-effects such as those found 
with neostigmine were observed; i. e., fasciculations, 
cramps, and salivation. The patients seemed to be bene- 
fited for longer periods of time than with neostigmine. 
In February, 1954, a liquid preparation of the compound 
for oral use was made in the hospital pharmacy and a 
number of patients were tested, with favorable results. 
This syrup contained 12.5 mg. of the substance in each 4 
cc. At this time both capsules and scored tablets con- 
taining 10 mg. were available for oral clinical testing. 
However, it was found impractical to adjust patients to 
the new drug with such large-sized doses, since some pa- 
tients could get along well with as little as 2 to 4 mg. per 
dose, while others required as much as 50 to 75 mg. per 
dose. Therefore, in the continued clinical testing of this 
product extensive use was made of the syrup to introduce 
the drug to the patient. In these situations small doses, 
as little as 0.5 cc., could be administered in fluid without 
difficulty and it could be determined if the patient was 
sensitive to the compound. 


Several patients reacted unfavorably to the drug, de- 
veloping very toxic conditions, with typical symptoms of 
overdosage by an anticholinergic substance; therefore, 
they stopped therapy with the drug and returned to their 
previous medication. In another group the prolonged ef- 
fect of the new preparation was so gratifying that they 
have continued to be maintained with it. In 10 patients 
who previously had to have their sleep interrupted to take 
their medicine, i. e., those with severe cases, adjustment 
to the new medication eliminated this disagreeable fea- 
ture. 

At the present time therapy with the new preparation, 
WIN 8077, has been tried in 50 patients with myasthenia 
gravis. Their age ranges from 15 to 74 years, and approx- 
imately 30 are females and 20 are males. Of the 50 pa- 
tients in whom this drug was tried, 41 are still taking it 
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and feel that their adjustment is superior to that with 
either neostigmine bromide or Mestinon bromide. The 
remainder have gone back to their original medication. 

Seventeen of the patients who are still taking the drug 
report a reduction in the side-reactions of this prepara- 
tion as compared to previous medication, and another 20 
patients in the series, still taking it, report a very definite 
prolongation of the effect as compared to their previous 
medication. A few of the patients, namely, eight, take 
the same number of milligrams of the new preparation as 
they did of neostigmine without reduction in the number 
of doses, but they feel better, are stronger, and are closer 
to their normal health. Two-thirds of those continuing 
therapy with the preparation take fewer milligrams of 
WIN 8077 than they did of neostigmine in a ratio of ap- 
proximately 3 to 2, which is average, although there are 
some where this ratio is as large as 5 to 1. In no case does 
any patient take more of the new preparation than he 
did of neostigmine. In this series there have not been 
any side-effects of the anticholinesterase type, and uri- 
nalyses, blood studies, and physical examinations reveal 
no involvement of other organs. 


EXPERIENCE WITH PARENTERAL THERAPY 


WIN 8077 was first used intravenously to test its ef- 
fectivness in patients with myasthenia. Doses as small 
as 125 mcg. produced a definite antimyasthenic response. 
In some patients an adequate response required 250 to 
500 mcg. The effect lasted between two to three hours. 
Intramuscular injections of similar amounts produced 
nearly the same effect after a longer interval of 20 min- 
utes as opposed to the immediate effect from the intra- 
venous injection in 10 minutes. Parenteral use of the 
drug was associated with minimal gastrointestinal dis- 
turbances. Those encountered affected the upper tract. 
with increase in saliva, subjective tightness, and cramps 
in the stomach similar to those caused by neostigmine. 
Signs of overdosage occurred more rapidly than with 
neostigmine, indicating the parenteral route carries much 
more difficult balance of regulation and additional risks 
of cholinergic block. The equivalent parenteral dose to 
the oral dose from the small number of patients in which 
both were used suggests a ratio of between 30 (oral) 
to | (parenteral). There seems to be more variation in 
this ratio than with neostigmine, and, since the drug re- 
mains effective both in its myasthenia effect and in its 
cholinergic effect for nearly three hours, when the par- 
enteral route is used extreme caution and care must be 
used. The signs of overdosage first appear as cold per- 
spiration, small pupils, excessive saliva, and increase in 
weakness of the voluntary muscles. Intravenously given 
atropine is the antidote of choice. At the present time the 
parenteral use of this drug has had inadequate trial and 
is therefore not recommended at all. 


REPORT OF CASES 

Case 1.—A woman patient began to notice difficulty in swal- 
lowing when she was 17 years of age. This was a preliminary 
symptom, and within a few weeks she had difficulty in support- 
ing her chin. Her voice became weak, and there was slight ptosis 
of one eye. There was general fatigability toward the after- 
noon as well, although there was some improvement of her 
symptoms with rest and an increase in symptoms when she made 
any muscular effort. A diagnosis of myasthenia gravis was made, 
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and the patient was given neostigmine tablets every three hours 
to a total of 20 per day. This made swallowing easier and im- 
proved all of the symptoms somewhat. After two to three 
months of therapy her weakness began to reappear increasingly 
often in spite of the amount of neostigmine taken. She began 
to have some irritation of the gastrointestinal tract, with cramps 
and diarrhea. She continued to take neostigmine but was very 
weak, tired easily, and had many symptoms of myasthenia 
throughout this period. A year after the onset of her illness, at 
the age of 18, she became pregnant and her symptoms increased 
so that she had to take more neostigmine. Toward the latter 
half of her pregnancy her symptoms improved conspicuously, 
and, in the last weeks of pregnancy, she required no neostigmine. 
She delivered a normal child in November, 1953. Immediately 
following delivery her symptoms returned, and she had to be 
in a respirator for several days as the dosage of neostigmine was 
increased again. She remained fairly well adjusted with a regimen 
of neostigmine when, in February, 1954, she developed a cold 
and rapidly went into a serious myasthenia crisis. During this 
time she had hourly injections of neostigmine, with many signs 
of toxic effect of the drug, such as cramps, diarrhea, and weight 
loss. She was obviously going into an irreversible fatal crisis 
and was placed in a respirator at this time, with some help. 
Then a tracheotomy was done in order to aspirate the mucus. 
On May 1, 1954, while she was in a respirator therapy was 
changed to WIN 8077, with the use of the syrup containing 12.5 
mg. per 4 cc. At first the medicine could only be tolerated in 
doses of 2 cc. (6 mg.) every two hours, but an effective anti- 
myasthenia response was noted forthwith. It was possible to 
take her out of the respirator five days later, and she was brought 
to the Massachusetts General Hospital on May 9. 


Over the past three months there has been a steady though 
very slow improvement in the patient’s general health and in 
her tolerance to WIN 8077. She has not required the respirator 
since she has been receiving therapy with this new drug. In 
June, 1954, she was taking eight doses of WIN 8077 every 24 
hours, a total of 125 mg. By the latter part of June her intake 
was 250 mg. in 24 hours, with a slight increase in general strength 
and no side-effects. A combination of therapy was then tried 
with syrup of neostigmine and later Mestinon bromide, and by 
the end of July it gave the patient less strength even when in- 
creased to the point where it caused excessive salivation and 
diarrhea. Mestinon gave fair strength when it was tried for part 
of the day. However, when tried all day the patient’s strength 
decreased. She was fairly well adjusted to 300 mg. of WIN 8077 
in seven doses and three doses of Mestinon bromide to a total 
of 700 mg. per day. During this period of three months, on three 
occasions neostigmine and Mestinon alone were tried again, but 
the patient was unable to tolerate either of these drugs unless 
the main therapy returned to WIN 8077. Her best regulation, 
however, was with WIN 8077 alone, 312 mg. daily in eight doses. 
In this case the use of WIN 8077 was dramatically lifesaving 
in its results, and apparently the patient is dependent on it at 
the present time. 

On Sept. 28, 1954, a thymectomy was performed on this 
patient, with the use of the calculated intravenous equivalent 
of 0.5 mg. of WIN 8077 per hour during the surgical procedure. 
Six hours after the operation the patient showed signs of cho- 
linergic block and had to be put in a respirator and given atro- 
pine intravenously. She recovered from this and was able to 
be maintained for the next 24 hours with 0.125 mg. given intra- 
muscularly every three hours. Her oral requirements from then 
on were reduced to 25% of her preoperative level as she gradu- 
ally went into a clinical remission. 

Case 2.—A 57-year-old man began to have difficulty with 
his eyes, causing at first blurring and frank diplopia nine months 
before entry to the hospital. A month after onset of the diplopia 
there was some ptosis and weakness of the grip. Three months 
before entry the patient’s voice became thick and he had diffi- 
culty in holding his head up and in swallowing. A diagnosis 
of myasthenia gravis was made, and therapy was started with 
small amounts of neostigmine bromide tablets per day. The dose 
was increased to 16 tablets a day, and there was marked weak- 
ness and he was unable to work. He began to have some diarrhea 
when the medicine was increased beyond this, with cramps and 
without further increase in strength. He was admitted to the 
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hospital and was adjusted fairly satisfactorily to liquid neostig- 
mine syrup in eight doses, a total of 380 mg. in 24 hours. Be- 
cause of the presence of mild abdominal cramps and some 
diarrhea, therapy was changed to WIN 8077 while the patient 
was in the hospital; 25 mg. scored tabiets were used. With this 
medication he was stronger, with better swallowing, and for the 
first time it was not necessary for him to take his 3 a. m. dose 
of medicine and interrupt his sleep. His total intake before he 
left the hospital was raised to 250 mg. in 24 hours, and there 
were no diarrhea or cramps or other disagreeable side-effects at 
this time. 

Subsequently, when he was home and working, he found that 
this medication was not adequate to control his strength, swal- 
lowing, and talking, and he increased it slightly but developed 
signs of toxic side-reactions. An attempt was made to supplement 
the WIN 8077 by the addition of two tablets of neostigmine, 
but there was only slight improvement with neostigmine bromide 
added to WIN 8077. However, when Mestinon bromide was 
added four times a day in between the WIN 8077 doses, further 
improvement occurred. With this combination the patient feels 
better than with WIN 8077 alone. The total omewnen : 
Mestinon, 240 mg. in four doses, and WIN 8077, 225 mg. 
nine doses per day. 

Case 3.—A 27-year-old woman had a history of moderately 
severe myasthenia of 12 years’ duration involving the eyes and 
swallowing together with general weakness. She was fairly well 
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Fig. 2.—Ergograms of a 25-year-old woman who was having considerable 
gastrointestinal side-effects from neostigmine. A, voluntary ergogram from 
squeezing a rubber bulb actuating a writing pen when patient was not 
receiving medicine. Above, right dynamometer grip 2 kg.; below, left 
grip, 4 kg. The patient is right-handed. B, 20 minutes after an intra- 
muscular injection of neostigmine methyl sulfate, showing marked improve- 
ment in the ergogram in both hands. Grip on the left was 15 kg. and 
that on the right 17. C, above, electronic ergogram of the first dorsal 
interossei of the right hand when patient was not receiving medication. 
The weight used was 2 oz. The stimulating current was obtained from a 
Batrow stimulator, 20,000 volts with a duration of 7 microseconds. Below, 
electronic ergogram 15 minutes after injection of neostigmine. Weight and 
stimulating current is the same as above. Note increase in amplitude. 
D, bulb ergogram when a total of 62.5 mg. of WIN 8077 was given orally 
in five doses. The patient’s condition was regulated with this dosage. A 
better response than after the intramuscular injection of neostigmine is 
shown; patient was free of all side-effects. 


adjusted to eight tablets of neostigmine bromide, 120 mg. in 
24 hours, but six months ago (February, 1954) therapy was 
changed to WIN 8077 and the patient was able to get along 
about twice as well, with no difficulty in swallowing. Strength 
was normal subjectively, and she was able to do her housework. 
Her ptosis disappeared completely. She was taking four doses 
of WIN 8077 to a total of only 37 mg. per day, and there has 
been no need of any other medication and no side-effects 
whatsoever. 


Case 4.—A 38-year-old woman had myasthenia gravis of 17 
years’ duration. There was an adequate adjustment with 150 
mg. of neostigmine bromide in eight doses per day for 16 years. 
Therapy with a number of other compounds was tried, includ- 
ing octamethyl pyrophosphoramide, with side-effects, and Mesti- 
non bromide, without the same benefit as with neostigmine. 
She was given a trial of WIN 8077 for three months with a 
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total of 100 mg. per day in five doses. With this schedule 
she had a number of transient gastrointestinal upsets and then 
developed an irritative rash. Her myasthenia was under rather 
poor control as compared with the control with neostigmine, 
and after three months’ time she omitted the WIN 8077 and 
went back to the neostigmine, with which she has been satis- 
factorily adjusted since. 
COMMENT 

The two chief difficulties in the pharmacological man- 
agement of patients with myasthenia gravis are the short 
duration of drug action and the frequent development of 
annoying side-effects well before adequate muscle 
strength is achieved. A new drug. WIN 8077, has ad- 
vantages over neostigmine in both these respects. It is of 
interest that, in patients with tracheotomies, when larger 
doses of WIN 8077 caused increased secretions these 
were almost entirely due to salivation, with little, if any, 
increase in tracheal and bronchial secretions. This is of 
vital benefit in the management of patients in respirators. 
In muscarinic effect WIN 8077 seems usually to stimulate 
the upper gastrointestinal tract, so that nausea and vomit- 
ing are more prominent than with neostigmine. WIN 
8077 is effective in a large percentage of patients, and, of 
particular importance, it has approximately twice the 
duration of action of neostigmine, with a significantly 
lower gastrointestinal stimulus. With the latter it must 
be constantly borne in mind that there will be much less 
margin of safety between the first appearance of side-ef- 
fects and serious toxic symptoms. Caution in increasing 
doses is essential. In our series of patients, only a few 
were dissatisfied with the control of their symptoms with 
WIN 8077 and have returned to neostigmine therapy. 
Some found the effect to be roughly equivalent to that of 
neostigmine; some find it definitely superior. 


SUMMARY AND CONCLUSIONS 

A new drug that is effective in myasthenia gravis was 
used in 50 patients. This drug, WIN 8077, different 
chemically from either neostigmine or the alkyl phos- 
phates, is N,N’-bis(2-diethylaminoethyl) oxamide _bis- 
2-chlorobenzyl chloride. It is somewhat more powerful 
and about twice as long acting as neostigmine or Mestinon 
(a dimethyl carbamate of 3-hydroxy-1-methyl pyridinium 
bromide ) and has less side-effects on the gastrointestinal 
tract. Forty-one of the 50 patients in whom WIN 8077 
was used are still taking it, and they derive more benefit 
from it than from their previous medication. The warn- 
ing of overdosage, resulting in gastrointestinal disturb- 
ances, is minimal with this drug, and the requirements 
of patients vary tremendously, which makes mandatory 
much greater care and supervision. The parenteral use 
of the drug suggests a 1/30 to 1 ratio to the oral dose, 
with a prolonged effect of nearly three hours, and, since 
experience in this type of administration is inadequate 
and very uncertain at the present time, this route is not 
recommended. 

ADDENDUM 

As of May, 1955, some 75 patients have been treated 
with WIN 8077, now known by the trade name Mysuran 
chloride. Fifty-nine of these patients are still taking the 
drug; 17 prefer some neostigmine or Mestinon with the 
Mysuran. 
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DYSSPLENISM SECONDARY TO CHRONIC LEUKEMIA OR 
MALIGNANT LYMPHOMA 


Edward H. Reinhard, M.D. 


and 


Virgil Loeb Jr., M.D., St. Louis 


In the clinical management of patients with chronic 
leukemia or maliznant lymphoma, difficult problems are 
frequently encountered as a result of the anemia, throm- 
bocytopenia, and/or granulocytopenia that become man- 
ifest during the natural course of these diseases. That 
such peripheral cytopenia may not always be caused by 
primary invasion of the bone marrow but may be sec- 
ondary to a “hypersplenic” or dyssplenic state is less 
clearly understood. It is the purpose of this report to 
emphasize the rationale of splenectomy in certain in- 
stances of leukemia or lymphoma when it can be dem- 
onstrated that the spleen is contributing to the decrease in 
the formed elements of the peripheral blood. At least 
four factors may be implicated in the pathogenesis of 
changes in the blood associated with malignant disease: 
1. Chronic blood loss secondary to neoplastic invasion 
of normal tissue may result in iron deficiency anemia. 2. 
Leukemic or metastatic cells may encroach upon the ac- 
tive marrow and mechanically interfere with the produc- 
tion of blood cell precursors or the delivery of cells to the 
peripheral circulation. 3. A normocytic, normochromic 
anemia due to decreased erythropoiesis may develop as 
a result of chronic infection, chronic renal disease, or 
other as yet unknown mechanisms. 4. Dyssplenism may 
occasionally play a role in the development of hemolytic 
anemia, granulocytopenia, and/or thrombocytopenia 
secondary to involvement of the spleen by these diseases. 

There are recent reviews in the literature dealing with 
the occurrence of hypersplenism in association with leu- 
kemia and lymphoma and the effects of splenectomy.' In 
an extensive treatise on the nature of anemia in leukemia, 
Berlin reviewed the literature up to 1951 and presented 
his own evidence with reference to the relationship of 
hemolysis to this group of diseases.'” Techniques are 
now available that can identify the presence of a hemo- 
lytic component in the pathogenesis of the anemia fre- 
quently encountered in such patients. With the use of the 
differential agglutination technique of Ashby, or by tag- 
ging erythrocytes with radioactive isotopes, it is possible 
to demonstrate a decreased survival time of the red blood 
cells in a significant number of cases.” Examples in which 
an immune mechanism can be incriminated have been re- 
ported, although this mechanism is by no means general.’ 

The rationale upon which a logical approach to ther- 
apy has evolved is based upon recognition of the relation- 
ship of the spleen to the pathogenesis of these complica- 
tions. In the absence of a clear understanding of normal 
splenic physiology, it seems appropriate to apply the term 
dyssplenism rather than hypersplenism to those condi- 
tions in which peripheral cytopenia exists in the presence 
of adequate cellular precursors in the bone marrow. In 
the clinical management of patients with malignant dis- 
eases of the blood and blood-forming organs, the devel- 
opment of a severe anemia necessitating frequent trans- 


fusions, a marked decrease in platelets leading to spon- 
taneous bleeding, or granulocytopenia resulting in pyo- 
genic infections is commonly accepted as evidence that 
the disease is in a terminal phase. That in most cases of 
leukemia or lymphoma this assumption is valid cannot 
be denied. However, if it can be demonstrated that a sec- 
ondary dyssplenism exists as a result of the leukemic or 
lymphomatous involvement of the spleen, a therapeutic 
approach is available that may provide a means of cor- 
recting these complications, thereby providing the patient 
with a much more comfortable existence during the re- 
mainder of his illness. 

The dramatic results that can be obtained by splenec- 
tomy in hereditary spherocytosis and the less consistent 
but often excellent improvement following removal of the 
spleen in idiopathic acquired hemolytic anemia and idio- 
pathic thrombocytopenic purpura are well known. It is 
a frequent observation that splenectomy can be of benefit 
in cases of secondary or “symptomatic” hemolytic ane- 
mia, thrombocytopenia, or granulocytopenia where the 
splenomegaly results from  reticuloendothelial hyper- 
plasia or lymphocytic proliferation from many causes.' 
The fact that splenomegaly secondary to chronic leu- 
kemia or malignant lymphoma may result in dyssplenism 
is not so well recognized. In older literature it is common 
to find reports of splenectomies that were performed em- 
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pirically for the treatment of such diseases as leukemia 
and lymphoma, where enlargement of the spleen is a 
characteristic finding. It is not surprising that most of 
these results were unsatisfactory. In 1918, Pearce, 
Krumbhaar, and Frazier stated that: “on account of the 
high post-operative mortality and of the evidence that 
the course of the disease is not affected by the operation, 
it is safe to say that splenectomy is definitely contrain- 
dicated in the various forms of leukemia.” ° However, in 
the past 10 to 15 years the indications for removal of the 
spleen have been based upon a more rational approach, 
and, with the recognition of secondary dyssplenism, the 
results have been a great deal more encouraging. 


OBSERVATIONS AND COMMENT 


The following observations were made on 21 patients 
with leukemia or lymphoma studied over the past 10 
years. Seventeen of the patients had chronic lymphocytic 
leukemia, three of them had Hodgkin’s disease, and one 
had reticulum cell sarcoma. During the 10 year period 
covered by this study, a splenectomy was performed on 
one patient with chronic myelocytic leukemia, but this 
case is not included in the series, as there was no evidence 
of dyssplenism and the operation was performed solely 


TABLE 1.—Diagnosis in Twenty-One Patients with Dyssplenism 


Granulo- Hemolytie 


cytopenia Thrombo- Anemia 
vi eytopenia wit 
Adequate (with “Splenie”’ 
Myeloid Adequate Leukopenia 
Hemolytic Cells in Mega- and or 
Anemia Marrow) karyoecytes) Thrombo- 
Alone Alone Alone cytopenia 
Chronie lymphocytic 
po) 10 1 1 5 
Hodgkin’s disease.... ee oe 2 1 


in an attempt to relieve intractable pain. This patient died 
three days postoperatively. These data are in agreement 
with the observations of previous investigators that 


hemolytic anemia and other forms of dyssplenism are_ 


more common in chronic lymphocytic leukemia than in 
other types of leukemia and lymphomas." 

The number of patients who had various types of dys- 
splenism is shown in table 1. Of the 10 patients with 
chronic lymphocytic leukemia who had hemolytic anemia 
alone, 5 showed an excellent response to splenectomy and 
one patient showed moderate improvement, while 4 pa- 
tients either failed to respond at all or died shortly after 
operation. After the operation these five patients required 
either no transfusions at all or the number of trans- 
fusions was greatly reduced. The one patient who had a 
“splenic granulocytopenia” with clinical manifestations 
of agranulocytosis responded dramatically to splenec- 
tomy. The one patient who was thought to have “splenic 
thrombocytopenia” died one month postoperatively with- 
out ever having shown any improvement in platelet level 
or bleeding manifestations. Of the five patients with 
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mixed types of dyssplenism, two showed an excellent re- 
sponse with an increase in all the involved cellular ele- 
ments, two showed moderate improvement, and in one 
case there was no benefit. 

The three patients with Hodgkin’s disease showed 
marked improvement that was, however, of brief dura- 
tion in one case. The patient with reticulum cell sarcoma 
died of his primary disease one month after splenectomy, 
and there was insufficient time to evaluate the results of 
the operation. Many of these patients developed dys- 
splenism early in the course of their primary blood dys- 
crasia. Three of the patients with chronic lymphocytic 
leukemia developed hemolytic anemia as the first mani- 
festation of the leukemic process. Two patients had had 
lymphocytic leukemia for six years when the hemolytic 
process began. The mean duration of the primary blood 
dyscrasia at the time of onset of the dyssplenism was one 
year. The duration of life after splenectomy varied from 
two days to over three years (this patient was still living 
at the time of this report). The mean duration of life 
after splenectomy of the patients with chronic lympho- 
cytic leukemia was approximately 12 months. Table 2 
summarizes the clinical data in this series of patients. 

It is recognized that in certain instances dyssplenism of 
the type discussed in this paper can be controlled by corti- 
sone therapy. The authors do not have sufficient data to 
permit a comparison of the relative effectiveness of corti- 
sone treatment and splenectomy. In general, the patients 
who respond well to cortisone are the ones who are most 
strikingly benefited by splenectomy. However, several of 
the patients included in this report were significantly im- 
proved after splenectomy, even though they had shown 
no measurable response to either cortisone or corticotro- 
pin (ACTH). Furthermore, cortisone and corticotropin 
are effective, if at all, only as long as the therapy is con- 
tinued, in most instances, and the problems that arise 
when such therapy is given over a long period of time 
are well known. Against this must be weighed the hazard 
of an abdominal operation in a seriously ill patient. 


METHODS OF STUDY 
All of the patients were observed in the Barnes Hospi- 
tal and Washington University hematology service. The 
methods of evaluation of the hematopoietic equilibrium 
followed a protocol previously described from this labo- 
ratory.’ In most cases, the finding of nucleated red blood 
cells in the bone marrow in spite of a decreased peripheral 
red blood cell count, together with a shortened erythro- 
cyte survival time and increased fecal urobilinogen excre- 
tion was sufficient evidence to implicate dyssplenism as a 
factor in the pathogenesis of the anemia. Likewise, the 
presence of adequate megakaryocytes with peripheral 
thrombocytopenia, the demonstration of platelet agglu- 
tinins, or the occurrence of numerous myeloid cells in the 
bone marrow with granulocytopenia was suggestive of 
dyssplenism. A satisfactory response to cortisone or corti- 
cotropin gave support to the concept of a “splenic” basis 
for the cytopenia, as previously reported.’ Of the 21 pa- 
tients in whom a diagnosis of dyssplenism secondary to 
leukemia or malignant lymphoma was made and who 
were subjected to a splenectomy, four representative 
case reports are presented. 
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REPORT OF CASES 


Case 1.—A woman (I. I.) who had been in good health until 
1946, when she was 73 years of age, began to have attacks of 
right upper quadrant pain that were diagnosed as cholecystitis. 
A cholecystectomy was performed. Routine blood cell counts 
done preoperatively revealed that she had chronic lymphocytic 
leukemia, and she was given a course of x-ray therapy to the 
spleen. The patient was asymptomatic until May, 1948, when 
she developed weakness and palpitation. She was found to be 
anemic and was given blood transfusions and two x-ray treat- 
ments to the spleen. From July to November, 1948, she received 
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The patient was given 9 me. of radioactive phosphorus over 
a period of three weeks; one month later her total leukocyte 
count was 10,000 per cubic millimeter, with 70% lymphocytes. 
However, the hemolytic process continued unabated. From 
Nov. 9 to Dec. 8, 1948, the patient received a total of 11 blood 
transfusions, in spite of which the red blood cell count remained 
below 2,000,000 per cubic millimeter. 


Splenectomy was performed on Dec. 9, 1948. She was given 
1,000 cc. of blood in the operating room. During the three 
week postoperative course in the hospital, she was given an 
additional 2,000 cc. of blood. By Dec. 23, 1948, her red 


mes 


TaBLeE 2.—Summary of Clinical Data in Twenty-One Patients with Dyssplenism 


Duration of 


Age at L at 
Onset of Ons Duration of 
ys- pe o Life After Weight of 
splenism, splenism, Dys Splenectomy, Spleen, 
Patient Ee, Mo. Sex aplenist n * Response to Splenectomy Mo. 
Chronie Lymphoeytiec Leukemia 
8. Y. 60 60 F A Marked improvement, but continued to require 25 1,500 
occasional transfusions 
RB. Be 75 24 F A Continued to have positive Coombs’ test after 28 670 
splenectomy, but required no transfusion 
H.D. 42 3 M A Required an occasional blood transfusion for 5 32 1,880 
mo. after splenectomy; none thereafter 
3 M rL Thrombocytopenia and Jeukopenia corrected; 7 460 
anemia improved 
H. Da 17 12 M AT I Thrombocytopenia, leukopenia, and anemia all 19+- 1,000 
corrected 
Bm. 72 0 M A No evidence of hemolysis, no transfusions re- 38+- 1,1) 
quired after splenectomy 
B. 8. 49 5 M A L Leukopenia corrected; anemia improved = after 92 1,300 
splenectomy 
G.N. 56 72 F A Continued to have evidence of hemolysis, but 7+ 3,000 
his was compensated; no anemia or. trans- 
fusions after splenectomy 
BR. W. 61 0 M A Number of transfusions decreased by 50% and 24+ 1,350 
red blood cell count maintained at higher level 
after splenectomy 
A. K. 33 0? M A No improvement 1 2,200 
8. D. 63 12 M A L ~— aa cell count maintained at higher level 3+ 1,560 
transfusions after -splenectomy; 
corrected 
J. W. 41 0 M A Died 2 days — splenectomy; moribund at 0 1,550 
time of operatio 
M.D. 63 24? F A Did not live long iia to evaluate benefit of 2 1,170 
splenectomy 
C.D. 65 0 F AT Hemolytic crisis with icterus was first manifesta- 23+ TOO 
tion of leukemia; no improvement after sple- 
nectomy 
C. Z. 70 72 F A Did not live long enough to evaluate benefit of <1 755 
splenectomy 
R. MeH. 42 24? F L Agranulocytosis promptly corrected by splenec- 22 1,700 
my 
D. B. 62 M T No significant improvement 1 950 
Hodgkin's Disease 
H.C. 37 48 F hy Aneiia partially corrected for duration of life; 5 1,380 
platelet level returned to normal for 3 to 
4 mo. 
D.C. 39 M hromboey topenia corrected for duration of life; 31 300 
nine months after splenectomy patient devel- 
oped hemolytie anemia 
a. Ws 15 36 M gf Platelet level returned promptly to normal; only 3+ 380 
3 mo. follow-up to date 
Reticulum Cell Sarcoma 
J. A. 44 +3 M A Decreased hemolysis, but patient only lived 1 mo. 1 130 


* A, hemolytic anemia; 


a total of 22 blood transfusions. In spite of these, when first seen 
on our service in November, 1948, she was extremely pale, the 
scleras were slightly icteric, and the spleen extended 4 cm. below 
the left costal margin. On Nov. 5, 1948, the erythrocyte count 
was 1,816,000 per cubic millimeter, the hemoglobin value was 
8.3 gm. per 100 cc., the leukocyte count was 128,000 per cubic 
millimeter, the platelet count was 178,000 per cubic millimeter, 
and the reticulocyte level was 22.6% (fig. 1). The differential 
showed 4% segmented neutrophils, 1% eosinophils, 1% myelo- 
cytes, 93% small mature lymphocytes, and 1% monocytes. 
There were 2 normoblasts per 100 leukocytes. Many spherocytes 
were present in the blood. The sternal bone marrow was hyper- 
cellular, and 92% of the leukocytes were small mature lympho- 
cytes. The erythroid-myeloid ratio was normal (27 nucleated 
red blood cells per 100 leukocytes). The icterus index was 15. 


T, thrombocytopenia with adequate megakaryocytes; 


L, leukopenia with normal myeloid elements in marrow. 


blood cell count was 3,490,000 per cubic millimeter, the 
hemoglobin level was 11.8 gm. per 100 cc., reticulocyte count 
1.8%, and icterus index 7. Spherocytes continued to be present 
in her blood, and the Coombs test remained strongly positive. 
During the next two and a half years, the patient’s reticulocyte 
count was normal most of the time but occasionally rose as 
high as 12%. However, the patient was asymptomatic and 
received no blood transfusions from the immediate postsplenec- 
tomy period until her death two and one-half years later. No 
subsequent treatment of any sort was given for her leukemia. 
Throughout this period her erythrocyte level fluctuated between 
3,000,000 and 4,000,000 cells per cubic millimeter. In April, 
1951, the patient developed pneumonia in the lower lobe of the 
left lung from which she promptly recovered following penicillin 
therapy. She finally died of a cerebrovascular accident on 
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May 15, 1951. Postmortem examination revealed chronic 
lymphocytic leukemia and terminal bronchopneumonia; the 
brain was not examined. 

Case 2.—A 38-year-old man (H. D.) noticed decreased libido. 
There were no other symptoms except fatigue from 1946 
until August, 1950, when he began to lose weight, and, by 
Oct. 5, 1950, he had lost 15 Ib. (6.8 kg.). Physical examination 
at that time revealed moderate axillary node enlargement bi- 
laterally; the liver extended 8 cm. below the right costal margin; 
and the spleen extended 8 cm. below the left costal margin. The 
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Fig. 1.—Laboratory and therapy data in a 73-year-old woman (case 1) 
with chronic lymphocytic leukemia and a secondary acquired hemolytic 
anemia that responded to splenectomy. 


patient’s erythrocyte count was 4,370,000 per cubic millimeter, 
the hemoglobin level 13 gm. per 100 cc., leukocytes 64,000 per 
cubic millimeter, platelets 263,000 per cubic millimeter, and 
reticulocytes 3.4% (fig. 2). Eighty-nine per cent of the leukocytes 
in the peripheral blood were small mature lymphocytes. The 
sternal bone marrow was hypercellular; there were 88% mature 
lymphocytes and only 3 nucleated red blood cells per 100 white 
blood cells. The diagnosis was chronic lymphocytic leukemia. 

The patient was given 2.5 mc. of radioactive phosphorus on 
Oct. 5, 1950, and another 2.0 mc. on Oct. 19, 1950. On the 
latter date the white blood cell count was 28,500 per cubic 
millimeter, the erythrocyte count was 4,190,000 per cubic milli- 
meter, and the hemoglobin value was 12.7 gm. per 100 cc. 
Thereafter, the patient developed progressive weakness and 
pallor. On Nov. 20, 1950, he was extremely pale, the spleen 
extended 7 cm. below the costal margin, and there was marked 
pitting edema of the ankles. His red blood cell count at this 
time was 2,080,000 per cubic millimeter, hemoglobin level 6.9 
gm. per 100 cc., leukocytes 4,900 per cubic millimeter (75% 
lymphocytes), platelets 116,000 per cubic millimeter, and 
reticulocytes 0.1%. The icterus index was 7 units, and the total 
bilirubin level was 0.53 mg. per 100 cc. The Coombs test was 
negative, and the erythrocyte fragility to hypotonic sodium 
chloride solution was normal. 

From Nov. 20, 1950, to Jan. 10, 1951 (a period of 52 days) 
he received 26 blood transfusions (S00 cc. each), in spite ot 
which he continued to be weak and anemic. The erythrocyte 
count on Jan. 10, 1951, was 3,060,000 per cubic millimeter, 
hemoglobin level 10.6 gm. per 100 cc., leukocytes 7,050 per 
cubic millimeter, platelets 143,000 per cubic millimeter, and 
reticulocytes 0.4% . One sternal bone marrow aspiration and two 
iliac crest marrow aspirations were performed during January, 
and all of these showed a very cellular marrow full of lympho- 
cytes with an almost complete absence of nucleated red blood 
cells. The Coombs test was again negative. The patient was 
given a tracer dose of radioactive iron and the rate of utilization 
of iron for hemoglobin synthesis was found to be markedly de- 
creased. A four day stool urobilinogen determination revealed 
700 mg. of urobilinogen excreted per day. An Ashby red blood 
cell survival study demonstrated a life span of only 21 days for 
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normal red blood cells. Repeated reticulocyte counts ranged 
between 0.1% and 0.4%. 


On Jan. 25, 1951, oral therapy with cortisone was started 
(300 mg. the first day and 100 mg. daily thereafter) and trans- 
fusions were stopped. The reticulocyte count rose progressively, 
reaching a peak of 16% on Jan. 29, 1951. There was no fall 
in the red blood cell level during this period, although no trans- 
fusions were given. Cortisone therapy was discontinued on Feb. 
19, 1951. During the last two weeks of February, 1951, the 
patient received eight more transfusions of 500 cc. of blood. 
On Feb. 26, 1951, his spleen extended 11 cm. below the costal 
margin. The erythrocyte count was 1,940,000 per cubic milli- 
meter, hemoglobin level 7 gm. per 100 cc., leukocytes 7,000 per 
cubic millimeter (75% lymphocytes), platelets 138,000 per cubic 
millimeter, and reticulocytes 0.1%. Iliac crest bone marrow 
examination again showed a cellular marrow practically devoid 
of nucleated red blood cells. 

On March 6, 1951, a 1,880 gm. spleen was removed. The 
patient was given I1 transfusions immediately prior to and 
during the operation. The reticulocyte count fluctuated between 
0 and 0.4%; the red blood cell count gradually decreased to 
3,490,000 per cubic millimeter, and the hemoglobin value went 
down to 10.4 gm. per 100 cc. No transfusions were given dur- 
ing this period. The leukocyte level rose to a maximum of 42,000 
per cubic millimeter. On April 4, 1951, the reticulocyte count 
was found to be 10%. The patient received five more trans- 
fusions during May, June, July, and August, 1951; one trans- 
fusion in October and one in November, 1951. No further 
transfusions were required from that time until his death two 
and one-half years later. The reticulocyte count remained nor- 
mal (1 to 4.2%); the erythrocyte count ranged between 3,700,000 
and 4,720,000 per cubic millimeter, and the hemoglobin value 
remained consistently above 11 gm. per 100 cc. 

In September, 1951, the patient developed nausea, indiges- 
tion, and increasing hepatomegaly. The liver extended 21 cm. 
below the costal margin. He was given 975 r (air) of x-ray to 
the abdomen. Following this therapy the white blood cell count 
fell from 25,000 to 4,900 per cubic millimeter. In December, 
1952, pitting edema of the ankles occurred, and x-ray therapy 
(1,500 r to each of four ports) was given to the periaortic and 
iliac nodes. The patient got along quite well until November, 
1953, when he developed deep aching bone pains in all his ex- 
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Fig. 2.—Laboratory and therapy data in a 38-year-old man (case 2) 


with chronic lymphocytic leukemia and a pancytopenia due to dys- 
splenism that responded to splenectomy. 


tremities, swelling of the face and of both ankles, nodules in 
his scalp, and mild fever. He was hospitalized in January, 1954, 
at which time he was found to have lymphadenopathy, nodular 
infiltrative lesions in the scalp, hepatomegaly, and an enlarged 
left kidney thought to be due to leukemic infiltration of that 
organ. His erythrocyte count was 3,700,000 per cubic milli- 
meter, and the hemoglobin value was 13.1 gm. per 100 cc. He 
was again given x-ray therapy, but he died at home on Feb. 9, 
1954. An autopsy was not done. 

Case 3.—Anemia and splenomegaly were found in a 42-year- 
old woman (R. McH.) in 1944. A diagnosis of chronic lympho- 
cytic leukemia was made in another city a year later. In 1946 she 
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developed several ulcers on her left thigh that slowly enlarged. 
She had a daily temperature up to 100-102 F. The ulcers and 
the fever were constantly present for two years until the patient 
was admitted to Barnes Hospital in November, 1948. She had 
received no treatment except blood transfusions (a total of 
7,500 cc. of blood over a period of three years). On Nov. 
17, 1948, the patient’s erythrocyte count was 2,330,000 per 
cubic millimeter, the hemoglobin level 7 gm. per 100 cc., leu- 
kocytes 756 per cubic millimeter (64% lymphocytes), reticulo- 
cytes 2.6%, and platelets 298,000 per cubic millimeter (fig. 3). 
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Fig. 3.—Laboratory and therapy data in a 42-year-old woman (case 3) 
with chronic lymphocytic leukemia and a secondary leukopenia and 
agranulocytosis that responded to splenectomy. 


Sternal and left iliac bone marrow both showed lymphocytic 
infiltration (about 40%), a normal erythroid-myeloid ratio, and 
adequate megakaryocytes. The patient was given four blood 
transfusions, penicillin, and x-ray therapy to the spleen. The 
ulcers on her thigh healed. 

In August, 1949, an ulcer reappeared on the left thigh and 
became slowly, but progressively, larger. When she was re- 
admitted to Barnes Hospital in September, 1950, the ulcer meas- 
ured 12 by 18 cm. The white blood cell count on Sept. 26, 1950, 
was 1,250 per cubic millimeter, the differential count showed 
8% segmented neutrophils, 4% band forms, 2% metamyelo- 
cytes, 64% lymphocytes, and 22% monocytes. The erythro- 
cyte count was 3,420,000 per cubic millimeter, the hemoglobin 
level 10 gm. per 100 cc. The ulcer did not respond to deébride- 
ment, warm wet soaks, and prolonged therapy with chlortetra- 
cycline (Aureomycin) and later penicillin and streptomycin. 
Corticotropin, 25 mg. every six hours intramuscularly for two 
weeks, had no effect upon the ulcer, but the percentage of granu- 
locytes rose to 60, the reticulocytes were elevated, and the red 
blood cell count increased to 4,400,000 per cubic millimeter. 
The spleen, which had extended down into the pelvis prior to 
corticotropin therapy, decreased to an estimated half of its 
original size. 

Splenectomy was performed Oct. 21, 1950. The spleen weighed 
1,700 gm. Within 24 hours the white blood cell count rose from 
2,000 to 23,000 per cubic millimeter and then over a period 
of several days decreased to normal. The absolute number of 
granulocytes increased, and skin grafting of the ulcerated area 
was done with prompt healing. During the next two years, the 
patient got along very well and required no treatment except 
penicillin on three occasions for recurrent cellulitis of the right 
lower leg. Varicose veins with stasis dermatitis of this leg were 
a constant complication. When last seen on Aug. 19, 1952, the 
patient’s total blood cell counts were normal except for 94% 
lymphocytes in the peripheral blood. 

Case 4.—A 32-year-old man (D. C.) noted a nodule behind his 
left ear in 1943. Later other nodes appeared on his neck. 
He was admitted to Barnes Hospital for the first time on Oct. 
16, 1946. A biopsy of the left cervical lymph node revealed 
Hodgkin's disease, and x-ray therapy was given to the left side 
of the neck (total dose 1,500 r measured in air). He remained 
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essentially asymptomatic until December, 1949, when he de- 
veloped anorexia and epigastric discomfort. By February, 1950, 
there had been a weight loss of 40 Ib. (18.1 kg.). In April, 1950, 
he developed weakness and dyspnea on exertion, which became 
progressively worse. In June, 1950, numerous ecchymoses, 
hematomas, and petechiae appeared, and examination on July 
6, 1950, revealed many skin hemorrhages. There was only mini- 
mal lymph node enlargement, and the liver and spleen were 
not palpable. On July 14, 1950, the patient’s erythrocyte count 
was 2,640,000 per cubic millimeter, the hemoglobin value was 
10.4 gm. per 100 cc., the leukocyte count was 13,500 per cubic 
millimeter, the reticulocyte count was 2%, and the platelet count 
was 10,000 per cubic millimeter (fig. 4). Sternal bone marrow 
examination revealed no significant abnormalities except for an 
increase in the number of reticulum cells; there were numerous 
megakaryocytes. The total plasma bilirubin value was 0.31 mg. 
per 100 cc. The patient received 700 cc. of whole blood. He 
was given x-ray therapy (400 r in air to each of two retroperi- 
toneal ports). He continued to develop showers of petechiae 
over the whole body, and flecks of blood were noted in sputum 
and stool. On Aug. 21, 1950, no platelets could be found in the 
blood. Repeat bone marrow examination at this time revealed 
increased numbers of megakaryocytes, many of which were 
small and showed no fragmentation of the cytoplasm. 

The patient was given 1,000 cc. of whole blood on Aug. 23 
and again on Aug. 24, 1950. Splenectomy was performed on 
Aug. 24, 1950. The spleen weighed 300 gm. There were in- 
numerable nodules ranging up to | cm. in diameter scattered 
throughout the spleen, and these were found to consist of dense 
hyalinized connective tissue, a few eosinophils, and numerous 
Sternberg-Reed cells. All bleeding manifestations cleared up pro- 
gressively following splenectomy. By Aug. 30, 1950, the pa- 
tient’s platelet count had increased to 1,780,000, and, on March 
26, 1951, the platelet count was 3,800,000 per cubic millimeter. 
The platelet count remained above 500,000 per cubic milli- 
meter until the terminal phase of his disease, and he had no 
further hemorrhages. 

In March, 1951, progressive weakness developed and pallor 
was noted. On March 26, 1951, the erythrocyte count was 
1,820,000 per cubic millimeter, the hemoglobin level 6.1 gm. 
per 100 cc., leukocytes 15,500 per cubic millimeter, platelets 
3,800,000 per cubic millimeter, and reticulocytes 15.4%. There 
were a few nucleated erythrocytes in the peripheral blood. The 
sternal bone marrow showed an increase in the erythroid-mye- 
loid ratio (3:1). The Coombs test was negative. Total plasma 
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Fig. 4.—Laboratory and therapy data in a 32-year-old man (case 4) 
with Hodgkin’s disease and a secondary thrombocytopenia that responded 
to splenectomy. 


bilirubin value was 0.71 mg. per 100 cc. The red blood cell 
constants were: mean corpuscular volume 93 cubic microns, 
means corpuscular hemoglobin 25 micromicrograms, and mean 
corpuscular hemoglobin concentration 27%. Guaiac test of the 
stool was negative. Complete gastrointestinal x-ray studies re- 
vealed no significant abnormality except hepatomegaly. Cephalin 
cholesterol flocculation was 2+, thymol turbidity 1 unit, and 
total plasma protein value 7.2 gm. per 100 cc. (albumin 4.0 
gm. per 100 cc., globulin 3.2 gm.). The patient remained anemic 
and required periodic transfusions for the remainder of his life. 
In June, 1951, he was given 30 mg. of nitrogen mustard |methyl- 
bis (8-chloroethyl) amine hydrochloride] and four blood trans- 
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fusions. During 1952 he was repeatedly observed to be icteric; 
he received eight blood transfusions during this year. He was 
given 45 mg. of triethylene melamine in August, 1952. In Octo- 
ber, 1952, he had massive abdominal adenopathy, and he was 
given an intensive course of x-ray therapy to the abdomen (2,050 
to 2,300 r in air to each of four ports). During January, 1953, 
he received additional triethylene melamine and three more 
transfusions. On March 5, 1953, his erythrocyte count was 
1,640,000 per cubic millimeter, the hemoglobin level 5.2 gm. 
per 100 cc., leukocytes 1,100 per cubic millimeter, platelets 
13,000 per cubic millimeter, and reticulocytes 1.4%; the differ- 
ential was normal except for 10% eosinophils. The platelet level 
had remained normal through January, 1953, and the terminal 
pancytopenia was attributed to the therapy. He died March 
21, 1953. 
SUMMARY 


The fact that a given patient with chronic lymphocytic 
leukemia or malignant lymphoma has a disease that is 
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known to be capable of damaging the bone marrow and 
eventually resulting in anemia, thrombocytopenia, or 
leukopenia should not blind the clinician to the possibil- 
ity that depression of one or more of these cellular ele- 
ments in the blood may be mediated through a splenic 
mechanism. If it can be demonstrated that the patient is 
destroying red blood cells at an abnormally rapid rate, 
or if the patient has a thrombocytopenia or granulocyto- 
penia in spite of a marrow that appears to be capable of 
producing those cells in adequate numbers, splenectomy 
should be seriously considered. At times, this therapeutic 
approach can be of significant value from a palliative 
standpoint even though the patient has far-advanced 
malignant disease. 
600 S. Kingshighway (Dr. Reinhard). 


EFFICACY OF METHANTHELINE (BANTHINE) BROMIDE IN THERAPY 
OF THE UNSTABLE COLON 


A LONG-TERM DOUBLE BLINDFOLD 


CONTROLLED STUDY 


Jacob Lichstein, M.D., J. DeCosta Mayer, M.D., Los Angeles 


and 


Edward W. Hauch, M.D., Pomona, Calif. 


Methantheline (Banthine) bromide and similar auto- 
nomic blocking agents have established themselves as 
adjuncts in the medical management of duodenal ulcer. 
Presumably through the mechanism of suppressing gas- 
trointestinal activity, as evidenced by balloon-kymograph 
tracings,' and less constantly by reducing gastric secre- 
tion, they have produced relief of ulcer pain and discom- 
fort. This effect has suggested its use in other gastro- 
intestinal disturbances where hypermotility is an im- 
portant feature. Methantheline has thus been used in 
patients with “irritable colon,” hyperfunctioning ileos- 
tomies, the dumping syndrome, and ulcerative colitis.” 
Experimental evidence indicating the effectiveness of 
methantheline in abolishing colonic motility for periods 
up to five hours * prompted us to investigate clinically the 
efficacy of the drug in controlling the manifestations of 
the unstable (“irritable”) colon on a long-term basis. 


From the School of Medicine, University of Southern California (Drs. 
Lichstein and Hauch); Department of Medicine (Gastroenterology), Los 
Angeles County Hospital (Drs. Lichstein and Hauch); and Cedars of 
Lebanon Hospital (Drs. Lichstein and Mayer). 

The medicaments used in this study were supplied by G. D. Searle 
& Co., Chicago. 

1. Chapman, W. P.; French, A. B.; Hoffman, P. S., and Jones, C. M.: 
Multiple-Balloon-Kymograph Recording of the Effect of Banthine, Bella- 
donna and Placebos on Upper-Intestinal Motility, New England J. Med. 
246: 435 (March 20) 1952. 

2. McDonough, F. E., and O'Neill, P. B.: The Therapeutic Value of 
Banthine in Gastrointestinal Disorders, Gastroenterology 19: 265 (Oct.) 
1951. 

3. Kern, F., Jr.; Almy, T. P., and Stolk, N. J.: Effects of Certain 
Antispasmodic Drugs on the Intact Human Colon, with Special Reference 
to Banthine (8-Diethylaminoethyl Xanthene-9-Carboxyiate Methobromide), 
Am. J. Med. 11:67 (July) 1951; abstracted, Gastroenterology 20: 680 
(April) 1952. 

4. Bachrach, W. H., and others: A Critical Analysis of the Criteria 
for the Clinical Evaluation of Anticholinergic and Spasmolytic Drugs in 
Gastroenterology, Acta med. scandinav., supp. 288, 1954. 

5. Wolf, S.: Effects of Suggestion and Conditioning on Action of 
Chemical Agents in Human Subjects: Pharmacology of Placebos, J. Clin. 
Invest. 29:100 (Jan.) 1950. Wolf, S., and Pinsky, R. H.: Effects of 
Placebo Administration and Occurrence of Toxic Reactions, J. A. M. A. 
155: 339 (May 22) 1954. 


METHOD OF STUDY 

Criteria of clinical responses are admittedly difficult 
to appraise, but it was hoped that the prolonged period of 
personal observation by three observers would serve as 
a fairly reliable index of methantheline’s efficacy. An 
analysis of these criteria as applied to anticholinergic an« 
spasmolytic drugs in gastroenterology has been made.‘ 
We were aware of two problems in undertaking a study 
of this kind. First is the natural history of a syndrome 
characterized by periods of freedom from distress and 
exacerbations dependent on environmental factors. 
Hence, a kymographic study limited to a few hours would 
not be expected to forecast the effect of a drug on a pa- 
tient while he is subjected to stress against the background 
of his daily environment and life situation. The second is 
the influence of suggestion and enthusiasm transmitted, 
consciously or unconsciously, by the physicians to the 
patient during their interviews.” 

To overcome the first problem, the patients were ob- 
served over periods of months to years, and their over-all 
condition was compared to their state when antispasmod- 
ics had been employed. In addition, three observers fol- 
lowed and evaluated their cases independently. To avoid 
the factor of therapeutic suggestion, the so-called double 
blindfold test was adopted for most of the studies. Two 
compounds identical in appearance were supplied by the 
manufacturer, the identity of these was unknown to us 
and the patients and only divulged at the end of the study. 
These compounds were designated as Ban A and Ban B. 
One was methantheline and the other a placebo. A third 
group was treated with a drug known to the clinician to 
be methantheline, and a fourth group, serving as a con- 
trol group, was treated by standard methods employed 
for chronic functional gastrointestinal distress, consisting 
of antispasmodics and sedatives. 
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Material.—Fifty-nine patients with gastrointestinal 
distress were chosen from two large hospitals and private 
practice after the presence of organic gastrointestinal dis- 
ease was excluded by reportedly normal gastrointestinal 
X-rays, cholecystograms, proctosigmoidoscopies, and 
stool examinations. Except as noted, the other adjuncts 
in therapy consisted of a bland diet and sedation when 
necessary at bedtime. To most patients the drug was 
prescribed with the remark that it was hoped that it would 
be helpful but that we were not certain of its effect. Fol- 
low-up interviews every week or whenever practical were 
directed to the symptoms of epigastric distress, peristaltic 
unrest, alternating diarrhea and constipation, distention 
or fulness, anorexia, fatigue, generalized abdominal pain, 
and a general clinical evaluation of improvement. The 
response of each of these symptoms to the drug was re- 
corded as “better, unchanged, or worse,” and the pre- 
ponderance of these responses resulted in an evaluation 
of the over-all picture. 


RESULTS 


Group 1, Blindfold Methantheline.—The results in 16 
patients treated with Ban A, the ingredients of which were 
unknown to patient and physician, revealed that 5 were 
improved, 3 showed no change, 6 became worse, and 2 
were not followed long enough to be included in the 
evaluation. Ban A was divulged at the completion of the 
study to be methantheline. The duration of treatment 
consisted of from 4 to 10 weeks, with an average of 8 
weeks. All were clinic patients; seven were women. The 
results in two of the patients in this group are given below. 

A woman patient with peristaltic unrest, alternating diarrhea 
and constipation, and much distention took Ban A, 50 mg. three 
times a day, for five days with considerable improvement but 
was unable to continue the medication because of increasing 
nausea and epigastric distress. 

A patient who suffered with epigastric distress, peristaltic 
unrest, constipation, and abdominal distention reported after 
four weeks of therapy with Ban A that these symptoms re- 
sponded in some degree. Two weeks later he was given Ban B 
(placebo), one tablet every six hours, and six weeks later he re- 
ported no change and that, in retrospect, Ban A was definitely 
more effective, in comparison. 


Group 2, Blindfold Placebo.—The results in 16 pa- 
tients treated with Ban B, ingredients of which were un- 
known to patient and physician and which subsequently 
proved to be a placebo, indicated that 8 were improved, 
6 proved to have their symptoms aggravated, and 2 were 
not included because they did not take the drug regularly. 
The duration of treatment varied from two to eight 
weeks, with the majority of patients under observation 
with Ban B for six weeks. The following case report 
gives the results in one patient. 

A 54-year-old white male was placed on a regimen of Ban B 
(placebo) Sept. 3, 1952, one tablet every four hours. He suffered 
from epigastric distress that was worse when he became 
emotionally aggravated and was unrelated to food, anorexia, 
eructations, passage of mucus, constipation, and insomnia. He 
experienced no change until the seventh week, when all the 
symptoms except the gas were decreased. One month later when 
Ban B (placebo) was again taken, its effect was good, but its 
effectiveness was blocked when he was very “nervous” or alter 
a dietary indiscretion. 

Group 3, Methantheline.-—The results in 18 patients 
treated with methantheline known to the patient and phy- 
sician indicated that 8 were improved, 6 showed no 
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change, and 4 became worse. All 18 were treated by one 
of us (J. L.), and, of these, 10 were private cases. Four- 
teen were women. The duration of treatment with the 
drug ranged from 5 weeks to 12 months. The following 
exemplary case reports illustrate specific experiences in 
this group: 


A woman, aged 38, seen June 22, 1950, had well-authenticated 
functional gastrointestinal distress, with epigastric distress, pain 
and tenderness in the right lower quadrant, a palpable ascending 
colon, constipation almost all her life, and periods of mucus in 
the stools. She was placed on a regimen of plantago seed 
compounds and phenobarbital for a period, without change. 
When given methantheline, 50 mg. four times a day, there was 
a “SO%” relief of pain, with four bowel movements a day. 
There was moderate dryness of the mouth. Ten days later the 
pain was “one-tenth as much,” and she was having one bowel 
movement daily, which was well formed and semisoft, in con- 
trast to the fact that in the past year she had never had a formed 
stool. One week later she was still doing well and made two 
observations: (1) her menstrual flow, ordinarily normal, was 
disturbed; (2) when she discontinued the drug, her constipation 
recurred, 

A woman, aged 45, had predominant peristaltic unrest: there 
was marked generalized abdominal tenderness, distention, and 
constipation. Severe sigmoid spasm was encountered clinically. 
A profound anxiety state was present, and the patient had be- 
come habituated to analgesics and codeine. Administration of 
methantheline, 100 mg. every six hours, was followed in two 
days by severe urinary retention, which required catheterization. 
This severe side-effect to methantheline occurred in an individual 
with definite psychoneurotic manifestations and marked uncon- 
scious aggressive tendencies. Her history included care in a 
mental institution. 

A patient, aged 42 (March 28, 1951), had a clinical syndrome 
of functional gastrointestinal distress, a history of paroxysmal 
supraventricular tachycardia, and a clover leaf deformity of the 
duodenal cap on x-ray that was diagnosed as a duodenal ulcer. 
The usual antispasmodics (belladonna and phenobarbital) had 
been ineffective. When known methantheline was given, 50 mg. 
three times a day before meals, two weeks of improvement 
ensued, with definite decrease of distress. Two months later, 
while continuing therapy, she was doing very well. In January, 
1952, an hiatus hernia was first diagnosed, and belladonna and 
methantheline then proved equally ineffective in influencing the 
symptoms. This is an illustration of a case in which methanthe- 
line was followed by prolonged improvement on first exhibition 
and later proved unavailing. 

A woman, aged 56 (Aug. 21, 1950), suffered from diarrhea, 
belching, abdominal pain, definite mental depression, and a 
profound anxiety state. Her history included a course of electro- 
shock therapy, institutional psychiatric care, and a cure for 
“codeine addiction.” Five days after the administration of 
methantheline, the diarrhea ceased, and three months later, 
while continuing therapy, she reported that the methantheline 
“held the diarrhea down” to one movement daily. In the ensuing 
years the pattern changed to alternating diarrhea and consti- 
pation, and methantheline became moderately effective in con- 
trolling the symptoms. One year later she was institutionalized 
again with severe agitated depression. 

Group 4, Controls.—Nine patients were utilized as 
controls and were observed from seven weeks to 18 
months while receiving standard medication for func- 
tional gastrointestinal distress. Four were improved, one 
became worse, and two showed no change, while two pa- 
tients were not evaluated because of indifference in taking 
of medication. 

VALUE OF METHANTHELINE IN ACUTE DIARRHEA OF 
UNSTABLE COLON 

Observations in individual patients in this study who 
exhibited periods of acute “emotogenic” diarrhea show 
that methantheline was extremely useful and effective in 
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controlling one phase of the problem: the periodic acute 
exacerbations of diarrhea incident to the unstable colon. 
Here the sequence of cause and effect appeared unequi- 
vocal and was even more marked in a few instances not 
included in these groups when the drug was employed 
intramuscularly. Other reports corroborate this finding. 
Kern and co-workers ° stated that “for the treatment of 
diarrhea and intestinal spasm Banthine is more effective 
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Effectiveness of “blindfold’’ methantheline (group 1) in unstable colon 
compared with “blindfold” placebo (group 2), known methantheline 
(group 3), and standard treatment (group 4). 


than previously available antispasmodics. The number 
of movements decreased, stools were less liquid and the 
urgency was less.” 
COMMENT 

A similar study has been reported upon previously by 
DeLor and his associates.’ Combinations of atropine, 
homatropine, phenobarbital, butabarbital ( Butisol), and 
methantheline were given by them in alternate periods to 
patients with various gastrointestinal problems. They 
used the “double blindfold” method of administration. 
They emphasized the difficulties of statistical subjective 
clinical evaluation, since a high percentage of relief was 
obtained with the placebo. While experimentally the ef- 
fects of methantheline on the motility of the small in- 
testine and colon indicate that almost complete cessation 
of motility occurs in 35 to 50 minutes,* it is probable that 
factors other than motility imbalance that are as yet un- 
established play a part in producing the final clinical con- 
stellation of symptoms.” Interesting is Almy’s observa- 
tion ** that his motility studies in cases of diarrhea indi- 
cated patterns of hypomotility. 
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While a definite percentage of patients receiving 
methantheline were benefited, the results in our study 
(see table and figure) do not suggest marked superiority 
of methantheline over either the placebo or belladonna 
and phenobarbital in spite of individual patients who 
demonstrated a response with respect to specific symp- 
toms. Here must be mentioned the side-effects of dryness 
of throat that occurred in some cases. It has been our 
clinical impression that the drug was relatively more ef- 
fective in those patients in whom the aggressive com- 
ponent was the least predominant element of the anxiety 
state. Almy ** has made this point by stating that it acts 
as a barrier in the irritable colon only when an emotional 
storm is not raised and that if the anxiety is deep seated 
its effects are blocked. 

Wener and co-workers ® reported that “the modified 
response of the colon to prostigmin, pitressin, and atropin 
in the presence of induced emotional stress indicates that 
the effectiveness of oral therapy on the colon, as for the 
stomach, depends to some extent upon the emotional 
state of the patient at the time the drug is administered. 
It might seem indeed that the degree of drug intolerance 
was an index of the intensity of the underlying anxiety 
state.” Potent pharmacological agents exerting unique 
effects on the central and autonomic nervous system are 


Results of Double Blindfold Study in Fiftyv-Nine Patients with 
Gastrointestinal Distress 


No. of 
Patients Ny 
Group 1, 16 Patients 
Ban A (Blindfold Methantheline) 

Group 2, 16 Patients 

Ban B (Blindtold Placebo) 

Not 2 

Group 3, 18 Patients 

Known Methantheline 

Group 4, 9 Patients 

Standard Therapy 

Belladounsa and Phenobarbital 

Not tollowed 


appearing. Our fund of knowledge of the neurophysio- 
logical mechanisms and neuroendocrine pathways in pro- 
ducing the end-result arbitrarily called “the unstable 
colon” presents many gaps. Some very valid questions 
in this connection have been raised by Bachrach and co- 
workers.‘ Clinical studies such as detailed above serve 
the purpose of encouraging continued efforts in experi- 
mental and clinical research toward the final elucidation 
of the pathophysiological mechanisms involved in the 
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unstable colon. For the present, the mature clinician will 
be wise to take a comprehensive view of the management 
of this large segment of patients with gastrointestinal dis- 
turbances in a manner as outlined by Watts and Wilbur '° 
and look upon the role of anticholinergic drugs as one of 
the adjuncts in therapy. 


SUMMARY AND CONCLUSIONS 
The role of an anticholinergic drug, methantheline 
(Banthine) bromide, in the long-term clinical manage- 
ment of chronic gastrointestinal functional distress was 
studied in 59 patients. Thirty-two of these were evaluated 
with the double blindfold method. When evaluated on 
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the basis of epigastric distress, peristaltic unrest, alterna- 
ting constipation and diarrhea, distention, fatigue, and 
generalized abdominal distress, no appreciable supe- 
riority of methantheline, whether its identity was known 
or unknown to the physician and patient, was noted when 
it was compared with standard therapy or a placebo. 
Methantheline had an invariably beneficial clinical effect 
in the acute episodes of diarrhea of a psychogenic nature 
occurring in the course of the chronic disorders. 

6333 Wilshire Blvd. (48) (Dr. Lichstein). 

10. Watts, M. S. M., and Wilbur, D. L.: Clinical Management of 


‘Functional’? Disorders: Diagnostic Interview, J. A. M. A. 148: 704 
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PRINCIPLES IN VAGINAL DELIVERY OF COMPLICATED 
OBSTETRIC CASES 


W. Benson Harer, M.D., Upper Darby, Pa. 


There has been a very definite and proper liberaliza- 
tion of the indications for cesarean section in recent years. ' 
In keeping with the present-day safety of the operation, 
this new trend has been accompanied by a drop in both 
maternal and fetal mortality and morbidity. All obstetri- 
cians are well aware of the part played in the present-day 
safety of cesarean section by blood banks, antibiotics, 
sulfonamide compounds, and nutrition and fluid balance. 
but relatively few doctors recognize the added safety that 
is afforded methods of vaginal delivery by the same fac- 
tors. The conduct of labor by present methods enables 
obstetricians to deliver vaginally in many cases with ob- 
stetric complications that formerly were considered defi- 
nite indications for cesarean section. 

The hospital accreditation board looks with disfavor 
upon a hospital having a cesarean section incidence in ex- 
cess of 3% ; however, the cesarean rate in some parts of 
the country has been steadily rising and has now reached 
7% inthe University of Pennsylvania Hospital and 9.7 
in the Good Samaritan and Cedars of Lebanon hospitals 
in Los Angeles. If abdominal delivery of this extent were 
accompanied by a corresponding drop in maternal and 
fetal mortality and morbidity, it would certainly be justi- 
fied; however, such is not the case. In fact, it appears now 
that the maximum benefits of cesarean section have been 
reached and that any further increase in abdominal de- 
livery will produce no additional benefits to the mothers 
and no increase in fetal salvage. Indeed, the point has 
already been reached where the deleterious effects of 
cesarean section on the fetus are becoming very apparent 
and where fetal salvage is decreasing and damage to the 
fetus from such factors as anoxia is steadily increasing.” 
Furthermore, Williams and others,’ in an excellent anal- 
ysis of the work in obstetrics at the Crawtord W. Long 
Memorial Hospital, Atlanta, Ga., have presented con- 
vincing evidence that a low (2.09%) incidence of 
cesarean section is quite consistent with good obstetrics 
and is not accompanied by the dire results to mothers and 
babies predicted by the ardent advocates of cesarean sec- 
tion. 

Aside from the rational increase in cesarean section, 
there has developed a totally unjustifiable tendency on 


the part of some obstetricians to attempt to solve all 
obstetric problems and difficulties by abdominal delivery. 
In fact, when one observes the activities of some doctors, 
one is inclined to ask whether vaginal delivery in a com- 
plicated obstetric case is becoming passé. Are we to 
consider old-fashioned and outdated those obstetricians 
who practice, teach, and plead for vaginal delivery when- 
ever it is consistent with the welfare of the mother and 
the fetus? If so, then I must be so considered. As one 
who has been teaching operative obstetrics to both gradu- 
ate and undergraduate students for many years, I view 
with alarm the lack of training and technical skill ex- 
hibited by recent graduates and residents in the perform- 
ance of forceps, version, decomposition of the breech, 
and other procedures to assist with vaginal delivery. 
Cesarean section is certainly the most dramatic of all 
surgical operations and gives the surgeon a feeling of 
satisfaction out of all proportion to the technical skill 
required. Actually, any variety of cesarean section now 
known is technically simple and requires less training and 
skill than many of the aids to vagina! delivery. Cesarean 
section frequently requires much less of the obstetrician’s 
time than does vaginal delivery. I feel certain that these 
facts play a big part in the selection of cesarean section 
for delivery of many obstetric problem cases. It seems 
quite probable that the ardent advocates of cesarean sec- 
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tion have not given much thought or consideration to 
the unavoidable, undesirable after-effects of abdominal 
delivery. Labor and delivery are essentially physiological 
but always border on and frequently become pathologi- 
cal. The best obstetrician is the one who can manage his 
patients in such a way as to keep their pregnancies, labors, 
and deliveries as nearly physiological as possible. De- 
livery by the vaginal route is physiological; abdominal de- 
livery is definitely pathological. It follows, therefore, that, 
when there is a choice between the two routes, with 
equally good prognosis for mother and child, the vaginal 
route should always be selected. 

In view of the present-day trend toward cesarean sec- 
tion and away from vaginal delivery in the presence of 
obstetric complications, it seems necessary to restate the 
basic principles involved in vaginal delivery and the 
advantages, disadvantages, and limitations of the pres- 
ently available procedures that aid it. First, I would like 
to make one point crystal clear. I am a firm believer in 
permitting labor and delivery to occur spontaneously and 
physiologically as far as is consistent with the welfare of 
both mother and child. I am opposed to meddlesome ob- 
stetrics. I advocate active interference in pregnancy and 
labor only when there is a definite obstetric indication for 
such action. 

In order for vaginal delivery to be possible in any case, 
two conditions must be present: the pelvis must be ade- 
quate for the passage of the child, and obstruction to the 
passage of the fetus from maternal soft tissues must be 
overcome. The first condition is very obvious. When 
severe or insuperable degrees of fetopelvic disproportion 
exist, vaginal delivery is impossible. Such a condition can 
be detected by various means. Carefully done pelvic 
measurements together with the use of antepartum fetom- 
etry are of definite clinical value. Such studies can be 
made by any well-trained obstetrician without extra cost 
to the patient. Roentgenologic studies of the pelvis and 
the fetus at or near term are of the greatest value and 
fortunately can be obtained almost anywhere at reason- 
able cost. Patients with doubtfully adequate pelves should 
have a test of labor, and some of these patients will be 
proper candidates for trial forceps at the proper stage of 
labor. Obviously, the value of any method of determining 
the adequacy of a pelvis depends upon the skill and judg- 
ment of the attending doctor. 

When fetopelvic disproportion is present, what can be 
done? When the disproportion is due either to the small 
size of the pelvis or to excessive size of the fetus, ab- 
dominal delivery is indicated. This is definitely safer for 
both mother and child than to attempt to increase the 
capacity of the pelvis by the now obsolete operations ot 
symphysiotomy and pubiotomy. However, some cases 
of fetopelvic disproportion with difficult or obstructed 
labor are due to abnormalities of lie, presentation, or po- 
sition. Thus, a transverse or oblique lie, brow presenta- 
tion, or face presentation with the chin posterior will 
cause fetopelvic disproportion on the basis of unfavorable 
fetal diameters that must pass through the birth canal. 
By changing the lie, presentation, or position of the pre- 
senting part, such disproportion can be overcome and 
vaginal delivery accomplished. Provided such an ab- 
normality is recognized early, it often can be corrected 
safely and easily by a well-trained obstetrician. 
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The part played by obstruction to the passage of the 
fetus by maternal soft tissues has not been accorded its 
proper importance by the medical profession, Occasion- 
ally, an abnormality of contraction of the myometrium 
with the production of a tetanic constriction ring will be 
encountered. Such an obstruction to delivery, caused by 
the body of the uterus, must be overcome by the use of 
epinephrine (Adrenalin) or amyl nitrite with deep surgi- 
cal anesthesia before vaginal delivery can be effected. 
The cervix acts as a barrier to vaginal delivery until there 
is sufficient effacement and dilatation to permit the pas- 
sage of the fetus through the cervical rim. In the average 
full-term fetus, this requires a cervical dilatation of 10 
cm. Spontaneous effacement and dilatation should be 
awaited whenever possible. When the exigencies of the 
situation prevent awaiting spontaneous effacement and 
dilatation, it is possible to secure sufficient dilatation by 
any of several means. The use of glycerin or boroglycerin 
vaginal packs or the forcible injection of copious amounts 
of sterile hot water through a speculum against the cervix 
will hasten effacement and dilatation. Such methods are 
safe but require considerable time. More rapid dilatation 
of the cervix may be obtained by the Harris method of 
digital dilatation. This method is relatively safe, but 
due care must be exercised to avoid lacerations of the 
cervix. The use of instrumental dilators such as Bossi’s 
is more dangerous and has been largely discarded. Hy- 
drostatic bags are safer to use, but they may cause dis- 
placement of the presenting part or hemorrhage from 
separation of a low-lying placenta. Other disadvantages 
are the need for the use of successively larger bags and 
the long time required to secure dilatation. For these 
reasons, the use of hydrostatic bags has been largely dis- 
continued, In the presence of an obstetric complication 
demanding rapid delivery where partial effacement and 
dilatation of the cervix are present, we may resort to 
multiple incisions in the cervix, Known as Diihrssen’s in- 
cisions. Such incisions should be used only when urgently 
required, with the presenting part deep in the pelvis, with 
at least 5 to 6 cm. of cervical dilatation already present, 
and with adequate exposure. Under other conditions, 
such incisions are unwarranted and dangerous. Impedi- 
ment to the passage of the fetus by the soft tissues of the 
pelvic floor and perineum can be overcome by careful, 
gentle “ironing-out” and by the proper use of episiotomy. 

There should be an invariable rule that no attempt at 
vaginal delivery be made until a cervical dilatation suffi- 
cient to permit the passage of the child has been obtained. 
In the presence of an adequate pelvis and the elimination 
of soft-tissue obstruction, then, and only then, is vaginal 
delivery proper. This statement, however, must not be 
construed to mean that vaginal delivery should invariably 
be attempted under such conditions. Other factors may 
make abdominal delivery preferable in certain cases. 
In all cases, the route offering the best prognosis for both 
mother and child should be selected. In the presence of 
conditions suitable for vaginal delivery, two groups of 
procedures, forceps and manual maneuvers, are available 
to assist in delivery. . 

FORCEPS 

Although at present somewhat in disrepute, the ob- 
stetric forceps must still be regarded as the most valu- 
able aid to vaginal delivery. The present-day attack on 
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forceps is largely the result of improper use of the in- 
Sstrument and inadequate knowledge of its limitations. 
Recent literature contains repeated references to the dis- 
continuation of the use of high forceps. In the Fes@- 
Schrift issue of the American Journal of Obstetrics and 
Gynecology, we find such a statement in two articles, one 
by Irving,‘ the other by Bill.° Such references can mean 
only one thing, namely, that forceps were used (and 
probably still are being used) on floating heads. This is 
indeed an indictment of all of us who have been teaching 
operative obstetrics. An unengaged head is an absolute 
contraindication to the use of forceps. This point has 
been emphasized at the University of Pennsylvania for 
many years, by the late Professor B. C. Hirst and all his 
successors. It is evident also that a different concept of 
the use of forceps must be instilled in students, residents, 
and practicing obstetricians. Forceps must not be re- 
garded as a tool that enables one to drag a head through a 
birth canal by brute force, without regard to the mecha- 
nism of labor or the adequacy of the pelvis for the passage 
of that child. Instead, forceps should be thought of as 
an instrument to be used carefully and delicately to cor- 
rect abnormalities of presentation or position or ab- 
normalities in the mechanism of labor and to augment 
the normal forces of labor when these forces are inade- 
quate or are absent as a result of the use of anesthesia. 
When used as a tool, forceps are life-destroying. When 
used as an instrument, forceps are lifesaving. 


Forceps may properly be used as tractors, as rotators, 
or as flexors. Owing to the mechanical construction of 
all forceps presently available, compression of the fetal 
head can occur with the improper use of forceps. Such 
compression must be carefully guarded against and never 
permitted to occur when forceps are used on a living 
child. Neglect of this precaution may lead to death of 
the fetus from subtentorial tears and intracranial hemor- 
rhage or may result in permanent damage to the brain. 
The risk to mother and child from the use of forceps 
varies directly with the station of the head. When the 
head is at the outlet, with no further advancement neces- 
sary and requiring only extension to effect delivery, for- 
ceps may be used with complete safety. The use of for- 
ceps under such conditions shortens the second stage of 
labor, eliminates or greatly minimizes the most painful 
(perineal) stage of labor, minimizes damage to the ma- 
ternal soft parts by controlling the speed of emergence 
of the head, minimizes damage to the fetal head from 
pounding on the pelvic floor, and permits the use of an- 
esthesia. Such benefits can be obtained almost without 
risk to either mother or child. When forceps must be used 
on heads at midpelvis, there is definite risk to both mother 
and child. The risk may be numerically stated as being 
about four times that encountered in outlet forceps de- 
livery. When forceps must be applied to heads definitely 
engaged but still above the level of midpelvis, the risk to 
both mother and child is in the order of 12 times that of 
outlet forceps delivery. It is obvious, therefore, that de- 
scent of the head through the birth canal should be awaited 
as long as is consistent with the welfare of both mother and 
child and that forceps should be used on heads still high 
in the birth canal (not floating) only when the risk of 
delay is greater than the risk from the forceps themselves. 
In vertex presentations, the position of the occiput should 
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not be the determining factor in choice of the route 
for delivery. Transverse and posterior positions can be 
safely rotated at the proper level in the birth canal by 
manual means or by forceps. I would emphasize the 
level in the birth canal at which rotation is most easily and 
safely accomplished and illustrate it by the following 
Case. 
REPORT OF A CASE 

A 24-year-old woman, para 1, gravida 2, was admitted to the 
hospital in labor at term. The presentation was occiput right 
posterior and remained persistently posterior after two hours of 
active second stage labor. The head was at midpelvis. An un- 
successful attempt at manual rotation at midpelvis was made. 
The operating room was then ordered to be set up for cesarean 
section. A young, but well-trained assistant was called to assist 
with the operation. When he arrived at the hospital, he urged 
that another trial be made to deliver vaginally. This was done; 
again without success. The assistant then asked and was granted 
permission to try his hand. Forceps were applied, and the head 
was pushed up to the level of the plane of pelvic expansion. At 
this level, anterior rotation by Bill’s maneuver was easily effected, 
and an undamaged, living baby was delivered without difficulty. 


Midpelvis is not a satisfactory level in the birth canal 
at which to attempt rotation. This plane is ovoid in area, 
with a narrow transverse diameter between the ischial 
spines. Rotation at this level will be accomplished only 
with difficulty and considerable risk. By pushing the head 
up to the level of the plane of pelvic expansion where 
there is a circular area with ample diameters, rotation 
can be accomplished quite safely and usually quite easily. 


MANUAL MANEUVERS 

Manual procedures to assist in vaginal delivery are 
safer for both mother and child and generally are tech- 
nically simpler than their instrumental counterparts. In 
cases where both manual and instrumental procedures 
are available, the manual maneuver should, therefore, be 
tried first. Manual maneuvers include simple manual ro- 
tation, Pomeroy’s maneuver, decomposition and extrac- 
tion of the breech, and internal podalic version. Simple 
manual rotation of a persistent occiput posterior is usu- 
ally accomplished easily and safely; however, it is fre- 
quently difficult and sometimes impossible to retain the 
anterior position until forceps can be applied. Pomeroy’s 
maneuver in persistent occiput posterior, because of the 
necessity to completely displace the head from the birth 
canal and because of its greater technical difficulty, is 
not widely used. 


BREECH PRESENTATION 

Breech presentation per se is never an indication for 
abdominal delivery regardless of the age or parity of the 
mother; however, breech presentation must always be 
given due consideration in selecting the route for delivery 
in the presence of obstetric abnormalities. Moderate de- 
grees of pelvic contraction that would warrant a test of 
labor in cephalic presentations must be considered suffi- 
cient indication for cesarean section in breech presenta- 
tion. There is no logical place for a test of labor in breech 
presentation. When careful evaluation of all factors in- 
volved in a breech presentation leaves the obstetrician in 


4. Irving, F. C.: Changing Concepts in Management of Labor, Am. J. 
Obst. & Gynec. 6S: 224-227 (July) 1954. 

5. Bill, A. H.: Forceps Delivery, Am. J. Obst. & Gynec. 68: 245-249 
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doubt concerning vaginal delivery, cesarean section 
should be done. The aftercoming head cannot mold and 
is, therefore, a factor of indeterminate importance in 
delivery. 

Breech presentation requires strict adherence to cer- 
tain basic principles for successful results. Labor never 
should be induced except for some important obstetric 
indication. The membranes should not be artificially rup- 
tured, and all possible efforts should be made to keep 
them intact as long as possible. Spontaneous effacement 
and dilatation of the cervix are important in cephalic 
presentation but are essential in breech presentation. 
Manual or instrumental dilatation of the cervix should 
not be done in breech presentation, because effacement of 
the cervix cannot be obtained by such procedures. Dila- 
tation of the cervix obtained by such artificial means leads 
to the danger of the cervix clamping down around the 
neck, after delivery of the arms and shoulders, and fatal 
delay in delivery of the aftercoming head. Interference in 
breech labor must be sedulously avoided as long as labor 
is proceeding normally, and no interference should be 
started before complete effacement and dilatation of the 
cervix occurs. Thereafter, vaginal delivery may be as- 
sisted at any time in behalf of the fetus or mother. If de- 
lay in the progress of labor occurs after delivery of the 
fetus as far as the umbilicus, the delivery should be hast- 
ened by pressure on the fundus and gentle assistance 
from below. In some cases of frank breech, the extended 
legs, by increasing the bulk of the fetal ellipse that must 
enter the superior strait of the pelvis and by splinting the 
spinal column of the fetus, may cause an impaction of the 
breech. After complete dilatation of the cervix has oc- 
curred, such cases require decomposition and extraction 
of the breech for delivery. The factor of greatest im- 
portance in successfully performing this procedure is 
maintenance of flexion of the fetus. This is accomplished 
by fundal pressure to supply the propulsive force. Breech 
delivery, under these conditions, is a two-man job; the 
more experienced man should apply the fundal pressure, 
and the other attendant should merely guide and gently 
control the fetus as it is pushed through the birth canal. 
I believe, therefore, that the term “breech extraction” 
should be dropped, since it is definitely misleading; a 
much more accurate and descriptive term would be 
“breech expulsion.” Although manual methods are usu- 
ally adequate for the delivery of the aftercoming head, 
when forceps are needed, they are needed immediately. 
A pair of Piper aftercoming head forceps or other suitable 
forceps should be laid out on the table, ready for instant 
use, before starting a breech delivery. However, conserva- 
tive obstetrics and a strict maintenance of the normal 
mechanism of labor will give the best results in breech 
presentations. 

PODALIC VERSION 

Internal podalic version has been so abused that it is 
now almost obsolete and rarely done except in a very few 
clinics. Although seldom indicated, | believe there is a 
very definite and proper place for this procedure in 
present-day obstetric practice. Unfortunately, nowadays, 
few residents receive sufficient training or have enough 
opportunity to become proficient in the performance of 
internal podalic version. The result is that cesarean sec- 
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tion frequently is resorted to when internal podalic ver- 
sion would better serve the needs of both mother and 
fetus. The following case history illustrates this point. 


REPORT OF A CASE 


A 34-year-old woman, para 6, gravida 7, was admitted to 
Fitzgerald Mercy Hospital in labor with ruptured membranes 
and the fetus in breech presentation. X-rays confirmed the diag- 
nosis of left sarcroanterior presentation with no evidence of 
fetopelvic disproportion. Labor continued all day with the patient 
under sedation. At 11:30 p. m., while on the labor floor, I heard 
the doctor in charge of the patient explaining over the telephone 
that complications had arisen that would require cesarean section. 
At the end of the telephone conversation, the attending ob- 
stetrician asked me to look at his patient, who was on a delivery 
table prepared and anesthetized. Examination revealed an ob- 
lique lie with shoulder presentation, prolapsed left arm, pro- 
lapsed but pulsating cord, and a completely effaced and dilated 
cervix. Prompt delivery was indicated. The patient had been 
subjected to five rectal and three vaginal examinations, including 
my own. The membranes had been ruptured for 18 hours. Two 
methods of delivery ceculd be considered: cesarean section and 
internal podalic version. Conditions were far from ideal for 
either method of delivery: however, because vaginal delivery 
was possible and could be performed with very little delay, I 
felt that internal podalic version would give the best prognosis 
for both mother and child. I therefore recommended it. Since 
the attending obstetrician had never performed a podalic version, 
he asked me to do it. With the patient under deep ether anes- 
thesia, the prolapsed cord and arm were replaced, and version 
and extraction done, with delivery of a normal living child. The 
mother had a completely uneventful postpartum course. 


Such cases are infrequently encountered; however. 
similar cases and certain abnormalities requiring prompt 
delivery, occurring in cephalic presentations in the pres- 
ence of conditions required for the proper performance 
of version, make this procedure of great value. 


COMMENT 
Meddlesome obstetrics is never justified. The maxi- 
mum benefits of cesarean section have probably now been 
attained, and any further increase in the incidence of 
abdominal delivery will produce little if any increase in 
benefits to either mothers or babies and may in fact be 
actually harmful. In the presence of abnormalities re- 
quiring assistance in delivery, the obstetrician should al- 
ways ask himself: 1. Is vaginal delivery possible? 2. 
In my hands, will vaginal delivery give as good a prog- 
nosis for both mother and child as would cesarean sec- 
tion? If both questions can be answered affirmatively, 
vaginal delivery should be attempted. If the answer to 
question | is “yes” and to question 2 is “no,” the ob- 
stetrician should then ask himself whether vaginal de- 
livery in the hands of another well-trained obstetrician 
would give as good prognosis as would cesarean section. 
If honesty compels him to answer “yes,” then it follows 
that, in fairness to his patients and himself, he must attain 
proper proficiency in vaginal procedures. The patient 
under immediate consideration should be sectioned, but 
the doctor should immediately take whatever action is 
required to enable him to perform delivery by the vaginal 
route in similar cases when encountered in the future. 
Obstetricians properly trained in the performance of vag- 
inal procedures will have no difficulty in keeping their 
incidence of cesarean section within the limits recom- 
mended by the American College of Surgeons and the 
American Board of Obstetrics and Gynecology. 
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AN EPIDEMIC OF NORTH AMERICAN BLASTOMYCOSIS 


J. Graham Smith Jr., M.D., Jerome §. Harris, M.D., Norman F. Conant, Ph.D. 


and 


David T. Smith, M.D., Durham, N. C. 


North American blastomycosis, a fungus disease rarely 
diagnosed two decades ago except at a few medical cen- 
ters, is now being recognized more frequently. This re- 
port of 10 cases occurring in a small circumscribed area 
should alert physicians and public health workers in the 
endemic areas of the Midwest, Ohio River Valley, and the 
southeastern United States ' to the possibility of the oc- 
currence of other such outbreaks. 


THE EPIDEMIC 

On Feb. 5, 1954, a one-year-old white female child 
(table, case 4) from Grifton, in Pitt County, North 
Carolina, was admitted to the pediatric service at Duke 
Hospital. She began to have coryza-like symptoms on 
Jan. 20. Two days later she developed fever and grunt- 
ing respirations. X-rays showed a dense consolidation 
at the base of the left lung. Because of the lack of re- 
sponse to antibiotics and the progression of her symp- 
toms, she had been referred for admission. The marked 
similarity of her chest x-ray picture to that of a previous 
patient with blastomycosis seen on the pediatric service 
suggested to one of us (J. S. H.) the possibility of this 
disease. An intensive search was made for the fungus in 
the patient’s sputum, and Blastomyces dermatitidis was 
identified on Feb. 10, 

During the same day that B. dermatitidis was found in 
the above patient’s sputum a 7-month-old Negro female 
from Grifton died in Duke Hospital. This child (table, 
case 2) had been admitted on Feb. 8 with a history of 
progressive pulmonary disease of two months’ duration 
that had not responded to antibiotics. X-rays showed 
multiple large lung abscesses and cysts. The child was 
in extremely poor condition at the time of admission, and 
a diagnosis was not established prior to her death. Be- 
cause she came from the same area as the first patient 
and because of the presence of chronic pulmonary dis- 
ease, it was suggested by one of us (J. S. H.) that a care- 
ful search be made for fungi at the time of postmortem 
examination. Numerous abscesses present in the lungs 
were found to be teeming with B. dermatitidis. The 
fungus was also found in the mediastinal lymph nodes and 
in an abscess in the right cerebellum. 

A third child (table, case 5) was admitted on Feb. 10. 
1954. She had developed pulmonary symptoms re- 
sembling virus pneumonia on Jan. 23. X-rays showed a 
lung consolidation that did not respond to therapy. Be- 
cause of the previous cases, a search was again made for 
B. dermatitidis and was successful on Feb. 13. During 
the next month and a half, seven more patients from the 
Grifton area were referred to Duke Hospital and were 
found to have North American blastomycosis. Data on 
these patients are presented in table 1. The details of 
the clinical aspects of the disease will be considered in a 
subsequent communication. Of these 10 patients, 7 lived 
within the city limits of Grifton and 3 within a four-mile 
radius of the center of the town (fig. 1). 


PREVIOUS INCIDENCE 

Three patients with blastomycosis from Pitt County 
have been hospitalized at Duke since 1938. The first 
patient, a 46-year-old Negro farmer from Farmville, in 
the western part of Pitt County, began to have pulmonary 
symptoms in February, 1945. He was hospitalized in 
March, 1945, and made a complete recovery with iodide 
therapy. The second patient, a 31-year-old Negro farmer 
from near Grimesland, in eastern Pitt County, had onset 
of pulmonary and bone disease, with draining sinus 
tracts, in May, 1949. He was hospitalized in November, 
1949, and responded fairly well to a regimen of iodides 
and desensitization. In September, 1953, however, he 
developed draining sinus tracts at the right elbow and 
over the lower back. When last seen on Feb. 1, 1954, 
these lesions were still present. The third patient, a 
34-year-old Negro farmer, also from near Grimesland, 
in eastern Pitt County, had onset of pulmonary disease in 
October, 1950, and was hospitalized in June, 1951. He 
responded poorly to desensitization and potassium iodide 
and died at home in August, 1951. In addition, since 
1938, 11 patients have been hospitalized for blastomy- 
cosis at Duke from the seven counties (Edgecombe, Wil- 
son, Greene, Lenoir, Craven, Beaufort, and Martin) ad- 
jacent to Pitt County. 


METHOD OF STUDY 

A visit was made to the home of each of the 10 pa- 
tients. A rough map was made of the area in which the 
patient was living during the period prior to the onset 
of his disease, in all cases a period of six months or longer. 
Samples of soil and vegetation were taken from around 
the houses and from inside the outbuildings for attempted 
isolation of B. dermatitidis. Thus far the fungus has not 
been isolated from these samples. Each patient was 
queried concerning occupation, age, sex, race, contacts 
with other cases and animals, water and food supply, 
trauma by wood or other naturally occurring materials, 
and exposure to a damp or dusty atmosphere. In April, 
1954, the population of the area was surveyed by chest 
x-rays; skin tests to histoplasmin, tuberculin, and Blas- 
tomyces vaccine; and serum obtained for complement 
fixation tests for blastomycosis. Results of this survey 
will be published at a later date. 


EPIDEMIOLOGICAL FEATURES 
Environmental Characteristics. — The town of Grifton, 
in the southern corner of Pitt County, North Carolina 
(fig. 1) has a population of approximately 1,000, about 


From the Department of Medicine, Division of Dermatology and Syphi- 
lology, and the departments of pediatrics and bacteriology, Duke Uni- 
versity School of Medicine (Drs. Harris, Conant, and D. T. Smith); the 
U. S. Public Health Service, Atlanta, Ga., and the North Carolina State 
Board of Health, Raleigh, N. C., now at Duke Hospital (Dr. J. G. 
Smith Jr.). 
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40% of which, including the surrounding area, is Negro. 
The municipal water supply is obtained from deep wells 
and is pumped directly into a water storage tank for 
distribution through the town system without chlorina- 
tion or treatment. Sewage disposal, which is by a primary 
open Imhoff tank located within the city limits, is inade- 
quate for the present population of the town. The Con- 
tentnea Creek, a tributary of the Neuse River, passes 
through the southern part of the town; whenever this 
creek rises excessively, the sewage plant overflows. Agri- 
culture and an industrial chemical plant that opened two 
years ago 8 miles south of the town form the basis for the 
economy of Grifton. 
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miles north of Grifton) and Kinston, N. C. (11 miles 
southwest of Grifton). No other meteorologic data were 
available. Although rainfall in Grifton had not been 
measured, it is assumed that there would be little varia- 
tion from that recorded in Greenville and Kinston during 
this period of the year. Five of the seven months had 
more than normal rainfall during this period in Green- 
ville, and four months had more than normal in Kinston. 
Normal rainfall was defined as the average for the same 
months in previous years. This was generally based on 
data collected during the past 30 years. Although the 
rainfall from September, 1953, through March, 1954, 
was greater than that of any year since 1949, the varia- 


TABLE 1.—Clinical Summary of 


Duke Admission 
Cause ane 
Case Data * Outpatient Visits 
3 yr. Admitted 12-14-5 
to 12-19-53 


Pedi atrie clinie Red throat, fever 


History 
Onset 10-14-53 (2 mo. before admission) 


Location of Disease 


Apieal and subapical portions 
the right lower lobe 


. anorexia, malaise 2? mo. before admission. No response 


8-15-54 to antibiotics. Developed productive cough 
D4 Admitted for diagnostic studies. Had gradually improved without 
specific therapy 

9 > mo A‘ mitted 9.8-54 Onset 12-8-53 (2 mo. before admission). Sickly all life (no specifie illness Pneumothorax in left with 
N, © 2-10-54 until 2 mo. before admission). Pneumonia 2 mo. before admission, involvement medial lung 
R No response to penicillin, streptomycin, Chloramphenicol (chloro- field. Mottled densities in 

mycetin) right lung 

3 77 yr. Adinitted 8-3-4 Onset 1-3-54 (2 mo. be fore admission), 2 mo. rere of productive cough, Middle portion of right lung 
N,M to 8-29-54 wot hing anorexia, weight loss 20-25 Ib, (9.1-11.3 kg.) field. Medial half of entire 
U lett lung field 

4 Big Admitted 2-29-54 Onset 1-20-54. Coryza, followed by fever, grunting respiration Anterior left lower lung field. 
W,F to 3-11-54 Fulness in hilar area 
U Outpatient visit 

4-9-4 

fr, 6 yr Admitted 2-10-54 Onset 1-24-54 (2% wk. before admission). Fever, coryza, cough Apieal segment left lower 
W,F to 3-11-54 
U ‘ 

6 16 yr. Admitted 2-20-54 Onset 1-27-54 (3-4 wk. before admission). Coryza, 2-3 wk., cough, malaise, Complete involvement left 
N, M to 3-23-54 fever, pleuritie chest pain lung. Some involvement 
R right upper lobe 

7 83 yr. Seen in emergency Onset 2-15-54 (1 mo. before admission). 1 mo. before admission nodule Base of left upper lobe. 1 em. 
WM room 3-13-54 on left anterior thigh incised and drained for healing. 10 day history in diameter punched out 
U Admitted 8-15-54 of productive cough with low-grade fever. 5-10 Jb. (2.3-4.5 kg.) weight uleer surrounded by 3 em. 

to 4-13-54 loss area induration on left 
anterior thigh 

8 39 yr Admitted 3-19-54 Onset 2-15-54 G3 wk. before admission). Lethargy, malaise, 3 wk. Left Both hilar regions. Larger 
N, F to 4-19-54 pleuritie pain 2 days later; for 3 days increasing malaise and pro- density in left hilar veaten 
R ductive cough; low-grade fever 10 days 

4 16 yr. Admitted 3-17-54 Onset 38-3-54. Dull back and chest pain of 2 weeks’ duration, with low- Base of left lung 
W,F to 4-16-54 grade fever 
U 

10 G yr. Adiitted 3-17-54 Onset 3-10-54. Fever; pain in right side of chest Right upper lobe 
Ww,M to 4-16-54 

— 


Ave, race, Sex, rural or urban. 


4B, Blastomyces vaccine; H, histoplasmin; OT, old tubereulin 1:1,000; C, 


—, negative; +, positive; =, doubtful. 


Table 2 gives data concerning rainfall from September, 
1953, through March, 1954, in Greenville, N. C. (19 


PITT COUNTY 
@ GRIFTON AREA 


Fig. 1.—Geographical location of cases of blastomycosis in the Grifton, 
N. C., epidemic. The diameter of the insert is approximately 7 miles. 


coceidioidin. 


tion from the 30 year mean was not believed to be sta- 
tistically significant. The mean annual average rainfall 
for the entire state of North Carolina was 49.85 in., with 
Greenville having a mean annual average of 48.7 in. and 
Kinston 47.8 in. 

Soil scientists from the department of agronomy, North 
Carolina State College, made the following information 
available after a study of the soils within a five-mile radius 
of Grifton: 


The flat to rolling land in which the town of Grifton, North 
Carolina, is located is an old alluvial terrace derived from more 
recent sediments than the higher land of marine origin to the 
north and east. The alluvial terrace material consists of uni- 
form sediments, generally of very fine to medium sand compo- 
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sition. The soils which have developed have very fine sand, fine 
sandy loam, and loamy fine sand surface textures, and vary 
from sands to sandy clays in the sub-soil layers. The soils are 
generally well to moderately well drained except for those in 
swampy, depressional, and low lying areas where the drainage 
is imperfect to very poor. These latter soils have similar tex- 
tures but are modified by the organic matter content which varies 
from 3 to 30 per cent as the drainage becomes poorer. The 
organic matter tends to loosen the soil and contributes a higher 
proportion of fine (less than 0.002 mm.) material which would 
tend to blow more when it becomes dry; however, it usually 
stays wet because of the poor drainage. 


Onset.—The earliest onset in this outbreak was in mid- 
October, 1953, and the latest was in mid-March, 1954. 
The occurrence of the cases by months is depicted in fig- 


Ten Cases of Blastomycosis 
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(table, case 3) was aged 77. Seven of the 10 patients 
were 16 years of age or younger, and only 2 (table, cases 
7 and 8) were in the 20 to 50 year age group. Five of 
the patients were females; four were Negroes and six 
were white. Three patients lived on a farm and farmed 
themselves (table, cases 3, 6, 8), while three had parents 
who were farmers (table, cases 2, 9, 10). The homes 
of two patients (table, cases | and 4) had been con- 
structed on land that formerly had been used to raise 
tobacco. One patient (table, case 7), a television repair- 
man, raised vegetables in his back yard. The father of 
another patient (table, case 5) owned and operated a 
small combination grocery store and filling station. The 


Blastomyein Com- 


Skin Tests plement ve ixation § 


aboratory Diag mosis 


Exami- 

Date Test + Result 3 Date ‘Re su it Date Source nation Result Therapy 

12-18-53 B 3-25-54 3-15-54 Sputum Smear None 
H - Culture + 
or 

8-15-54 
‘ 
or 4 

9. 8-54 B — Not done 2-11-54 Lung abscess Smear os None 
© Culture 
H 
or 

3- 3-54 B 3-22-54 + 3- 3-54 Sputum Smear + Stilbamidine, 300 mg. (57.1 mg./kg.), 
e) 1:8 Culture + 22 days 
H 
or + 

2- 7-54 B + 2-18-54 + 2-10-54 Sputum Smear oe 2-Hydroxystilbamidine, 627 mg. (65.3 
1:16 Culture + mg./kg.), 26 days 
{ 
or — 

9-10-34 B + 9-18-54 + 2-12-54 Sputum Smear aa 2-Hydroxystilbamidine, 1,725 mg. (99.1 
- 1:32 Culture mg./kg.), 26 days 
H 
or 

2-23-54 B 2-23-54 _- 2-22-54 Sputum Smear + Stilbamidine, 4,200 mg. (72.5 mg./kg.), 
Culture + 30 days 
H - 
oT 

3-22-54 B 4 3-15-54 Sputum Smear + Stilbamidine, 3,900 mg. (50.4 mg./kz.), 
Culture + 28 
H Leg lesion Smear + 4 
oT +. Culture Not done 

8-20-54 B - Not done 3-20-54 Sputum Smear + S:ilbamidine, 2,850 mg. (30.5 mg./kg.), 
Culture 31 duys 
H 
or 

3-17-54 B - 17-54 -- 3-19-54 Sputum Smear + 2- Hydroxystilb amidine, 3,774 mg. (55.9 
& Culture 4 mg. 
H Gastrie washing Simear 
or - Culture + 

4-19-54 B 3-17 3-18-54 Gastric washing Sinear 2-Hydroxystilbamidine, 1,715 mg. (62.6 
Culture mg./kg.), 2 
H 
OT 


‘The compleme fixation tests were done at the Communicable Disease Center Laboratories, 
; and cultures a= confirmed in the mycology laboratory of one of us (N. 


these sme: 
positive eulture or was obtalr 


§ Not examined in the va Bence eer where tests were made in other cases 


ure 2. The winter seasonal incidence of the systemic cases 
in this epidemic is consistent with the observation that 
the systemic type of disease occurs more commonly in 
the colder months.’ It differs from the onset of the initial 
symptoms in the cutaneous disease, which often begins 
in the summer months, although this has not been found 
to be statistically significant. The seasonal incidence, 
together with the predominant pulmonary involvement, 
suggests a respiratory transmission. 

Host Characteristics —In the present epidemic the 
youngest patient began to have symptoms at the age of 
5 months. The correct diagnosis was established after 
her death at the age of 7 months. The oldest patient 


~ 


Date given with culture refers to date first 


parents of two patients (table, cases 1 and 4) worked in 
the nearby industrial plant. Three children (table, cases 
5, 9, and 10) attended the Grifton Public School. Five 
of the patients were from a moderately well-to-do eco- 
nomic environment, and five came from a lower income 
class group. 
DIAGNOSIS 

All smears and cultures presented in table 1, except 
the smear of the leg lesion from one patient (table, case 
7), were examined and confirmed in the mycology labo- 
ratory of one of us (N. F.C.). The fresh preparations ex- 


2. Martin, D. S:: 


Epidemiology of Blastomycosis, Thesis, Columbia 
University, 1950, 
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amined under the microscope appeared as single or bud- 
ding cells, 8 to 15 » in diameter, with a thick, refractile 
wall. On Sabouraud’s glucose agar a white, cottony, 
aerial growth appeared at room temperature. Micro- 
scopically, these cultures were seen to have the charac- 


Taste 2.—Rainfall, September, 1953, to March, 1954* 


Greenville, N. C., 
Station 
(19 Miles North 
of Grifton) 


Actual 


Kinston, N. C., 


Station 
(11 Miles Southwest 
ot Grifton) 


Departure Actual Departure 
Precipita- from -recipita- from 
tion, Normal, tion, Normal, 
Month and Year inInches inInehes inInches Inches 
September, 1953.......... 5.49 -+0.99 7.63 +3.438 
0.26 2.84 Trace —?.80 
November, 1953.......... 0.273 0.33 3.41 +1.11 
December, 1953 - 6.37 +2.77 5.59 +2.39 
PANUATY, 1954... §.32 2.02 5.06 +1.56 
Pepruary, 1904. 1.52 2.62 0.93 —2.97 
9.13 1.53 —(.41 


* Data supplied by Mr. A. S. Hardy, climatologist for the state o! 
North Carolina. 


teristic spores of B. dermatitidis. On blood agar at 37 C 
the cultures developed wrinkled waxy colonies consisting 
of budding, yeast-like cells identical with those seen on 
direct smear. Gastric washings were made on three of 
the patients (table, cases 1, 9, and 10). B. dermatitidis 
was found on smear and in cultures of the gastric ma- 
terial aspirated from two (table, cases 9 and 10) but not 
from the third (table, case 1). Sputum obtained directly 
from one of these patients (table, case 10) was never 
found to have B. dermatitidis. The sputum of one patient 
(table, case 2) was not examined prior to death. 


NUMBER OF CASES 


NOV. DEC. JAN. FEB. MAR. 
1953 1954 


DATE OF ONSET (6Y MONTH) 


Fig. 2.—Month of onset of blastomycosis in 10 patients. 


3. Conant, N. F., and others: Manual of Clinical Mycology, ed. 2, 
Philadelphia, W. B. Saunders Company, 1954, pp. 45-74. 

4. Snapper, I., and McVay, L. V., Jr.: Treatment of North American 
Blastomycosis with 2-Hydroxystilbamidine, Am. J. Med. 15: 603-623, 1953. 

5. Schoenbach, E. B.; Miller, J. M., and Long, P. H.: Treatment of 
Systemic Blastomycosis with Stilbamidine, Ann, Int. Med. 87: 31-47, 1982. 

6. Martin, D. S., and Smith, D. T.: Blastomycosis: I. 
Literature, Am. Rev. Tuberc. 39: 275-304, 1939. 

7. Emmons, C. W.; Olson, B. J., and Eldridge, W. W.: Studies of 
Role of Fungi in Pulmonary Disease: I. Cross Reactions of Histoplasmin, 
Pub. Health Rep. 6O: 1383-1394, 1945. 

8. Smith, D. T.: Immunologic Types of Blastomycosis: Report on 
Forty Cases, Ann. Int. Med. 31: 463-469, 1949. 

9. Friedman, L. L., and Signorelli, J. J.: Blastomycosis: Brief Review 
of Literature and Report of Case Involving Meninges, Ann, Int. Med. 
24: 385-400, 1946, 


Review of 


J.A.M.A., June 25, 1955 


CLINICAL MANIFESTATIONS 

The clinical aspects of these 10 cases will be presented 
more completely in a subsequent publication. They were 
similar to those previously described. It should be 
noted, however, that all patients had pulmonary disease 
and only one had a blastomycotic lesion of the skin. One 
patient (table, case 7) had a subcutaneous abscess on 
the left anterior thigh for one month prior to admission. 
In general, the symptoms were low-grade fever, cough, 
malaise, weight loss, anorexia, and inability to work. 
Several of the patients were more acutely ill, with rather 
marked toxic conditions, high fever, and labored respira- 
tion. An unusual manifestation, which has not previously 
been reported in blastomycosis, was the appearance of 
erythema nodosum in three of the children. This was 
noted on admission to the hospital one week, two and 
one half weeks, and five months, respectively, from the 
onset of the disease. 

The only patient who died with blastomycosis in this 
outbreak (table, case 2) had received no specific therapy 
prior to her death. Another patient (table, case 1) 
was nearly asymptomatic by the time the diagnosis of 
blastomycosis was confirmed five months after the onset 
of the disease and therefore was not given specific ther- 
apy. He has continued to improve without any treatment. 
The other four children were treated with 2-hydroxystil- 
bamidine,' and the four adults were treated with stilbami- 
dine.” All of these patients have responded well to ther- 
apy, with sputum becoming negative and with gradual 
resolution of the pulmonary lesions. The results of this 
therapy are remarkable, since, prior to the introduction 
of the stilbamidines, the mortality was as high as 92% in 
patients with systemic cases followed two years or 
longer." 

IMMUNOLOGY 

At the time of admission, four patients (table, cases 
3, 4, 5, and 6) had positive skin tests to a heat-killed 
Blastomyces vaccine and one (table, case 7) had a doubt- 
ful reaction. One patient (table, case 1) was observed to 
develop a positive skin test three months after his original 
test. The other five patients had negative skin tests. No 
positive reactions to histoplasmin (lot H-42, diluted 
1:100) were observed in any of these 10 patients, al- 
though cross reactions between histoplasmin and blasto- 
mycin skin tests kave been described.’ Eight complement 
fixation tests were performed, and three were positive 
(table, cases 3,4, and 5). It is interesting that these pa- 
tients responded well to therapy, although the presence of 
a positive complement fixation may indicate a poor prog- 
nosis.* 

TRANSMISSION 

Two portals of entry have been suggested for the 
fungus: skin and respiratory tract. The former route has 
been postulated tor the cutaneous variety of the disease, 
since the onset of illness has been reported to follow in- 
juries to the skin from such agents as clams, thorns, nails, 
and splinters of wood.” Physicians doing postmortem 
examinations have acquired blastomycosis by needle 
punctures.' Two patients have been seen at Duke Hos- 
pital who had developed multiple blastomycotic ab- 
scesses after clearing away underbrush. The fungus has 
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been grown on soil '’ and bark '' under laboratory con- 
ditions. However, the organism has never been cultured 
from the soil. 


Organisms could gain entrance to the respiratory tract 
from animals, from man, or from an atmosphere polluted 
with dust or other materials containing Blastomyces. 
Naturally occurring infection has been reported in dogs 
and in a horse.'*? However, the disease is not known to be 
transmitted from animals to man, and none of our pa- 
tients had a history of exposure to sick horses or dogs. 
The disease probably does not spread from man to man.” 
A recent study of contacts to blastomycotic patients failed 
to reveal blastomycosis in any of the contacts.'* Although 
the disease has been reported in brothers,'' the accuracy 
of the diagnosis in these cases must be questioned, since 
no cultures were examined. In our series there were two 
siblings who had the disease at the same time (the pa- 
tient in case 9 was the sister of the patient in case 10). 
No other patients were related to each other. However, 
most of the patients were acquainted with each other's 
families, as would be expected in a small town. Only three 
of the patients had actually associated with each other 
frequently (table, cases 5, 9, and 10). These children 
often played behind the home of the patients in cases 9 
and 10 in an old building constructed of damp, decayed 
wood. No other patients had been in this building. 
Furthermore, none of the patients had had known contact 
with any of the patients with cases of blastomycosis that 
had been recognized prior to this outbreak. 

The problem of air-borne infection through infected 
dust particles was investigated. Three patients had been 
exposed to an unusually dusty environment prior to the 
onset of disease. Four to six weeks prior to the onset of 
his disease, the patient in case 6 had helped his brother 
load some stove pipe that had been stored in a shed be- 
side an abandoned cotton gin. On several occasions, for 
two months preceding the onset of her disease, the patient 
in case 2 played on a dusty wooden floor in a barn where 
tobacco had been stored. Approximately one month prior 
to the onset of his disease, the patient in case | played in 
a dusty chicken house owned by his grandfather in Wash- 
ington County, North Carolina. B. dermatitidis has not 
been cultured from samples taken from all these loca- 
tions. Four of the patients (cases 2, 6, 8, and 3) drank 
well water or spring water primarily. The other six 
drank water supplied by the Grifton Municipal Water 
Department. The fungus could not be cultured from a 
water sample obtained from a municipally supplied tap. 

In summary, attempts to discover the source of the 
organisms have proven fruitless. Exposure to a common 
respiratory mode of transmission seemed more likely 
than infection through cutaneous contact or from person 
to person. 

COMMENT 

The occurrence of 10 cases of systemic blastomycosis 
within a few months in a small area warrants the use of 
ihe term epidemic, defined as follows: “an epidemic is 
commonly a sudden increase in the prevalence of a dis- 
ease which is more or less constantly present or endemic 
in a community.” '* The “sudden increase” contrasts 
with the record of 14 cases scattered over the past 16 
years over the much larger area of Pitt and the seven adja- 
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cent counties. The localized nature of the epidemic can 
be gauged by the fact that no suspicious cases were ob- 
served during this period by physicians other than the 
two residing in Grifton. A physician who has a large 
pediatric practice in a larger town 19 miles north of 
Grifton had seen three of the patients from Grifton in 
consultation and had referred them to Duke Hospital. 
Despite this, and a careful search in her own practice, 
this physician was unable to uncover any new cases. 
Furthermore, as can readily be appreciated, there was 
considerable publicity and general anxiety throughout 
the county and neighboring areas, so that individuals with 
persisting pulmonary symptoms sought medical atten- 
tion. Physicians were similarly alerted, and an entire pro- 
gram of one meeting of the Pitt County Medical Society 
was devoted to a discussion of the problem of blastomy- 
cosis and the present epidemic. Nevertheless, no other 
cases were brought to light during this entire period. 

This epidemic is unique. North American blastomyco- 
sis, a disease limited to the United States and Canada,'" 
has never occurred in a proved epidemic. An epidemic of 
blastomycosis has been reported in Okinawa,'* but this 
event was inadequately documented with respect to cul- 
tural examinations and has been questioned as to its 
authenticity.’ Interest and inquiry have been directed 
toward the events or circumstances responsible for the 
sudden appearance of 10 cases of pulmonary blastomy- 
cosis in an area where previously only very low grade 
endemic cases smouldered fittully. Speculation has cen- 
tered round the slightly increased rainfall; the geological 
characteristics of the area; the exposure of patients to 
dusty atmospheres, rotting vegetation, or animal dejecta; 
and the possibility of direct transmission from animals 
or human beings and mechanical inoculation. The 
precipitating causes were not uncovered by this investi- 
gation, nor is it known why the epidemic ceased so 
abruptly. The results of the study of the entire popula- 
tion may provide a clue. In addition, the area will be 
under close surveillance next year during the same season 
in order to detect a recurrence should one occur. 

Many interesting and unusual clinical features of blas- 
tomycosis have been demonstrated by these patients. The 
occurrence of seven cases in patients under 16 years of 
age is unusual, since most of the reported cases have been 
in persons in the 20 to 50 year age group." The onset of 
symptoms at the age of 5 months in one patient (table, 


10. DeLamater, E. D., in discussion on case presentation, Minnesota 
Dermatological Society, Arch. Dermat. & Syph. 58: 623 (Nov.) 1948. 

11. Menges, R. W.; Furcolow, M. L.; Larsh, H. W.. and Hinton, A.: 
Laboratory Studies on Histoplasmosis: I. Effect of Humidity and Temper- 
ature on Growth of Histoplasma Capsulatum, J. Infect. Dis. 90: 67-70. 
1952. 

12. Saunders, L. Z.: Systemic Fungous Infections in Animals: Review. 
Cornell Vet. 3S: 213-238, 1948. 

13. Schwarz, J., and Baum, G. L.: Results of Skin Tests in Contacts 
of Blastomycotic Patients, J. Invest. Dermat. 18: 3-4, 1952 

14. Ascher, L.: Two Cases of Pulmonary Blastomycosis in Brothers, 
Harefuah 27: 125, 1944. 

15. Rosenau Preventive Medicine and Hygiene, Maxcy, K. F., editor. 
ed. 7, New York, Appleton-Century-Crofts, Inc., 1951, p. 1289, 

16. Footnotes 3 and 6. 

17. Bonoff, C. P.: Acute Primary Pulmonary Blastomycosis, Radiology 
54: 157-164, 1950. 

18. (a) Schwarz, J., and Baum, G. L.: Acute Primary Pulmonary 
Blastomycosis, Letter to the Editor, Radiology 61: 818, 1953. (b) Kunkel, 
W. M., Jr.; Weed, L. A.; McDonald, J. R., and Clagett, O. T.: Collective 
Review: North American Blastomycosis-Gilchrist’s Disease: Clinicopatho- 
logic Study of Ninety Cases, Surg., Gynec. & Obst., Internat. Abstr. Surg. 
99: 1-26, 1954. 
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case 2) is the earliest reported, and this infant is also 
the youngest to have demonstrable systemic disease. 
There was no particular race or sex predilection. The 
presence of erythema nodosum, occurring in three of the 
children, has not previously been reported. Smears and 
cultures from all 10 patients were diagnostic of B. der- 
matitidis. In eight cases, organisms could be seen in the 
sputum when examined directly. Probably, as in pul- 
monary tuberculosis, the organism can be identified in 
the sputum in the great majority of cases if the material is 
collected properly and examined carefully. Also, as in 
pulmonary tuberculosis, the use of gastric washings for 
diagnosis has been found to be effective. A positive gas- 
tric washing has been reported only once previously,'~” 
and its importance is emphasized by the fact that fungi 
were found in the gastric washings of one child whose 
sputum was consistently negative on culture and direct 
examination. 

The fact that infections may subside spontaneously **” 
is again demonstrated by the gradual improvement of one 
child without specific therapy. That the infection and re- 
covery may take place at a subclinical level is suggested 
not only by the mild course in this child but also by the 
finding of a number of individuals with positive blasto- 
mycin and negative histoplasmin skin tests during the 
survey of the population of the town done in April, 1954. 
Finally, the remarkable effectiveness of the stilbamidines 
in the therapy of eight cases of pulmonary blastomycosis 
is worthy of note. 

SUMMARY 

In first culturally documented epidemic of North 
American Blastomycosis, 10 patients in a small southern 
community had the onset of the systemic form of the 
disease within a five month period. The patients ranged 
from 7 months to 77 years of age, with six natients being 
16 years or younger. The infant died, and one child re- 
covered without therapy, while the remainder responded 
rapidly and without toxic manifestations to therapy with 
stilbamidine or 2-hydroxystilbamidine. Examination of 
gastric washings was found to aid in diagnosis. Erythema 
nodosum, heretofore not reported in this disease, was 
found in three patients. 


ADDENDUM 

Since the completion of epidemiological studies in 
Grifton and the preparation of this paper, an 11th case 
of North American blastomycosis from this area has 
come to our attention. A 37-year-old white male moved 
to Grifton on March 22, 1954. He lives two blocks from 
the patient in case 1 in Grifton. In May, 1954, he began 
to have intermittent pain in the left side of his chest. 
His history was significant, in that he had an abscess of 
the upper lobe of the left lung in August, 1945. This was 
believed to be bacterial in origin and gradually healed 
with fibrosis over a period of eight months. Because of 
the chest pain, he was again admitted to Duke Hospital 
in June, 1954. When studies, including fungus cultures, 
failed to reveal the etiology of an increased density in the 
left midhilar region, a left upper lobectomy was done. 
Pathological examination revealed blastomycosis. The 


patient has made an uneventful recovery without further 
therapy. 


J.A.M.A., June 25, 1955 


CLINICAL NOTES 


THROMBOCYTOPENIC PURPURA 
IN PREGNANCY 


Franklyn M. Newmark, M.D., Denver 


Idiopathic thrombocytopenic purpura is a rare dis- 
ease. The concomitant occurrence of this entity with 
pregnancy is an unusual finding and furthermore carries 
a high mortality.'! Yet such cases are truly worth exten- 
sive study and indeed have led to a significant clarifica- 
tion of the pathogenesis of thrombocytopenic purpura. 
Following is a report of a pregnant patient who had 
thrombocytopenic purpura. It will be followed by a dis- 
cussion of some of the recent work on the pathogenesis 
of the platelet deficiency. The capillary fragility and the 
coagulation defect in this disease will not be discussed. 


REPORT OF A CASE 


A 27-year-old white housewife entered Colorado General 
Hospital for the first time on Feb. 23, 1954, with chief com- 
plaints of epistaxis, hematuria, and purpura of one month's 
duration and pregnancy of five months’ duration. Social, per- 
sonal, and family histories were noncontributory. History re- 
vealed that she had acute rheumatoid arthritis at age 12, 
involving both knees and requiring four months’ hospitalization. 
The only other attack occurred six years later and involved all 
peripheral joints. She spent one year at the University of Mary- 
land Hospital. During this period, the patient was anemic and 
was given two blood transfusions. Since the onset of the 
arthritis, she has had Raynaud’s phenomenon in her fingers. 

Menarche was at age 11. Menses have been regular and heavy. 
The patient stated that she has had a tendency toward easy 
bruising that has been present since age 18 when she received 
her first blood transfusions. This tendency is more severe at the 
time of her menses. She believes it becomes intensified follow- 
ing aspirin ingestion. She is gravida 3, para 1, aborta 1. In De- 
cember, 1951, she had a spontaneous abortion at two months, 
after several incidents of vaginal bleeding. In April, 1953, 
she underwent a normal, full-term, spontaneous delivery of a 
viable 5 Ib. (2,268 gm.) male infant, now living and well. Neither 
mother nor child had purpura. The last normal menstrual period 
was on Sept. 26, 1953, with an expected date of confinement 
of July 3, 1954. On Nov. 12 and 16 she had a one-day flow 
that turned to a brownish discharge lasting two additional weeks. 
There had been no vaginal bleeding since then. 

The present illness began one month prior to admission, when 
bruises appeared over both hips and thighs and later on her 
neck. Mild scratching left heavy purple lines on her arms and 
back. Her legs then became covered with bruises. She visited 
her local physician, who diagnosed “purpura” and prescribed 
cortisone (Cortone). He was aware of the patient’s pregnant 
state. Within one week the lesions seemed to clear. She then 
suffered severe occipitofrontal headaches and neck pain not re- 
lieved by aspirin or hot packs. This pain lasted continuously 
without relief for five days. On the second day of this pain she 
noted a smoky color in the urine. Adrenosem (adrenochrome 
monosemicarbazone sodium salicylate complex) did not help and, 
indeed, two days later her gums began to bleed. She was hospital- 
ized in Trinidad, Colo., and there administered whole blood, 
vitamin K, thromboplastin, and cortisone. After the fourth trans- 
fusion she developed hives. All bleeding stopped after a few days 
of therapy, and she remained in the hospital for 12 days. She was 


From the Colorado General Hospital. 

1. Urbanski, A. X., and Hutner, C. I.: Thrombopenic Purpura Com- 
plicating Pregnancy: Treatment by Splenectomy Resulting in a Clinical 
Cure and Followed by 3 Full Term Pregnancies, J. A. M. A. 120: 754 
(Nov. 7) 1942. 
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then sent to Colorado General Hospital for complete examina- 
tion. At the time of admission she was taking 25 mg. of cortisone 
four times a day. 

Physical Examination and Laboratory Data.—Physical ex- 
amination revealed the patient to be a well-developed, well- 
nourished white female in no distress, with normal vital signs. 
There were purpura and petechiae over breasts and all ex- 
tremities. A herpetic sore was noted on the upper lip. Liver, 
spleen, and lymph nodes were not enlarged to palpation. The 
uterus was one finger breadth below the umbilicus. Fetal heart 
beats were 156 in the right lower quadrant. Pelvic examination 
revealed mild cervicitis and a five-month gravid uterus. The 
fingers were red, with enlarged proximal interphalangeal joints 
but no limitation of motion. The remainder of the physical ex- 
amination was essentially normal. Laboratory data on admis- 
sion revealed a hemoglobin level of 13.5 gm. per 100 cc., hem- 
atocrit 47%, erythrocytes 5 million per cubic millimeter, 
leukocytes 13,500 per cubic millimeter, differential normal, 
platelets 46,000 per cubic millimeter, prothrombin time 100%, 
and reticulocytes 1.2%. Urinalysis, bilirubin, nonprotein nitro- 
gen, proteins, sodium, potassium, and serology were all within 
normal limits. A cervical smear was negative for malignant dis- 
ease, the Rumpel-Leede phenomenon was strongly present, and 
a test for L. E. cells was negative. Skin tests for tuberculosis, 
histoplasmosis, and coccidioidosis were negative. Bone marrow 
findings were compatible with idiopathic thrombocytopenic 
purpura. 

Therapy.—The patient was admitted to the gynecology serv- 
ice on Feb. 11, 1954, and examined there. She had a small but 
continuous nose bleed from the time of admission. On the third 
hospital day cortisone dosage was increased to 50 mg. four times 
a day. When the causes of secondary thrombocytopenia were 
ruled out, the patient was transferred to the surgical service. 
The platelet count continued to decline in spite of therapy, and 
on the eighth hospital day splenectomy was performed. No 
accessory spleens were located. Postoperatively there was a 
prompt and progressive increase in the platelet count to normal 
levels. Cortisone was withdrawn, and the patient was discharged 

Platelets per 
Day Cu. Mm. 

7,700 8 a.m. 
45,000 4 p.m. 

12,100 a. m. (splenectomy) 
15,400 noon 
45,000 4 p.m. 


on the 15th hospital day, having had no further hemorrhagic 
manifestations. The patient was seen three weeks later in sur- 
gery follow-up clinic with no complications noted and returned 
to the care of her local physician. Shortly thereafter she de- 
veloped purpura and epistaxis once again, and her platelet count 
fell to zero. Her local physician resumed therapy with 100 mg. 
of cortisone daily and gave her a transfusion of 1,000 cc. of 
whole blood; the symptoms resolved. 


Course.—In May, 1954, she had another relapse when cor- 
tisone was again discontinued. Purpura persisted in spite of 
reinstitution of therapy. The patient was readmitted to Colorado 
General Hospital on May 26 for five days of study. Clot re- 
traction was absent, but her blood did not inhibit clot retrac- 
tion of a control. One hundred twenty-five cubic centimeters of 
the patient’s serum transfused into a control subject caused a 
progressive platelet decline from 170,000 to 100,000 per cubic 
millimeter in the control, without, however, producing a Rum- 
pel-Leede phenomenon. Other laboratory data were: hemo- 
globin level 15.5 gm. per 100 cc., hematocrit 46%, leukocytes 
19,300 per cubic millimeter, reticulocytes 3.6%, platelets 7,700 
per cubic millimeter, L. E. cells absent. Examination of the 
bone marrow revealed increased megakaryocytes but no plate- 
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lets. The patient was given a transfusion of the red blood cells 
remaining when her serum was obtained. She was discharged on 
May 31 on a regimen of 100 mg. of cortisone daily. It was 
recommended that she return to Colorado General Hospital for 
delivery, but she declined to do this because of the distance 
from her home. On June 20 she went into labor, having had 
no hemorrhagic manifestations for three weeks. Her local phy- 
sician increased the dosage of cortisone to 300 mg. daily and 
gave adrenosem, vitamin K, and 500 cc. of whole blood. 
Shortly thereafter she was delivered of a 3.5 Ib. (1,534 gm.) 
viable infant. Neither mother nor child exhibited any bleeding 
manifestations. All medication was discontinued several days 
post partum, and, at the time of this writing, three weeks later, 
mother and child are doing well. 


PATHOGENESIS 


The role of the spleen in the pathogenesis of thrombo- 
cytopenic purpura is not completely understood. Part of 
the problem lies in the paradox of spontaneous perma- 
nent remission without splenectomy and failure of re- 
mission following splenectomy in a significant group un- 
dergoing this operation. Yet the excellent results generally 
achieved by splenectomy in the so-called idiopathic form 
of this disease are familiar. 

The most recent studies of idiopathic thrombocyto- 
penic purpura have tended to minimize the role of the 
spleen and have favored the existence of a humoral sub- 
stance, probably an antibody in the plasma.” Such a hu- 
moral substance was postulated by Epstein and co-work- 
ers,* who observed seven pregnancies occurring in five 
mothers with thrombocytopenia, in three of whom sple- 
nectomy had previously been done. All of the five chil- 
dren born to the mothers in whom splenectomy had been 
done were thrombocytopenic at birth but underwent a 
spontaneous remission within a few weeks. One of the 
two children born to the mothers in whom splenectomy 
had not been done had a similar transient thrombocyto- 
penia. A study was then undertaken of the literature con- 
cerning other pregnancies occurring in thrombocyto- 
penic females, and it became evident that, whether or not 
the mother still possessed her spleen at the time of de- 
livery, the large majority of infants had thrombocyto- 
penia at birth. It was concluded that some “humoral sub- 
stance,” independent of the presence or absence of the 
spleen, was transferred across the placenta into the circu- 
lation of the fetus, producing thrombocytopenia. At first 
it was thought that such a substance might well be 
estrogenic because of the well-known observation that 
idiopathic thrombocytopenic purpura in adults is almost 
eaclusively a disease of females. Variation in the platelet 
count occurs in the menstrual cycle. Furthermore, throm- 
bocytopenia had been observed in a few patients after 
large doses of estrogens.* 

However, more recent studies, especially that of Evans 
and co-workers ° have led to the hypothesis that this sub- 
stance may well be an antibody and in fact a platelet ag- 
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case 2) is the earliest reported, and this infant is also 
the youngest to have demonstrable systemic disease. 
There was no particular race or sex predilection. The 
presence of erythema nodosum, occurring in three of the 
children, has not previously been reported. Smears and 
cultures from all 10 patients were diagnostic of B. der- 
matitidis. In eight cases, organisms could be seen in the 
sputum when examined directly. Probably, as in pul- 
monary tuberculosis, the organism can be identified in 
the sputum in the great majority of cases if the material is 
collected properly and examined carefully. Also, as in 
pulmonary tuberculosis, the use of gastric washings for 
diagnosis has been found to be effective. A positive gas- 
tric washing has been reported only once previously,'*” 
and its importance is emphasized by the fact that fungi 
were found in the gastric washings of one child whose 
sputum was consistently negative on culture and direct 
examination. 

The fact that infections may subside spontaneously '*" 
is again demonstrated by the gradual improvement of one 
child without specific therapy. That the infection and re- 
covery may take place at a subclinical level is suggested 
not only by the mild course in this child but also by the 
finding of a number of individuals with positive blasto- 
mycin and negative histoplasmin skin tests during the 
survey of the population of the town done in April, 1954. 
Finally, the remarkable effectiveness of the stilbamidines 
in the therapy of eight cases of pulmonary blastomycosis 
is worthy of note. 

SUMMARY 


In first culturally documented epidemic of North 
American Blastomycosis, 10 patients in a small southern 
community had the onset of the systemic form of the 
disease within a five month period. The patients ranged 
from 7 months to 77 years of age, with six patients being 
16 years or younger. The infant died, and one child re- 
covered without therapy, while the remainder responded 
rapidly and without toxic manifestations to therapy with 
stilbamidine or 2-hydroxystilbamidine. Examination of 
gastric washings was found to aid in diagnosis. Erythema 
nodosum, heretofore not reported in this disease, was 
found in three patients. 


ADDENDUM 


Since the completion of epidemiological studies in 
Grifton and the preparation of this paper, an 11th case 
of North American blastomycosis from this area has 
come to our attention. A 37-year-old white male moved 
to Grifton on March 22, 1954. He lives two blocks from 
the patient in case | in Grifton. In May, 1954, he began 
to have intermittent pain in the left side of his chest. 
His history was significant, in that he had an abscess of 
the upper lobe of the left lung in August, 1945. This was 
believed to be bacterial in origin and gradually healed 
with fibrosis over a period of eight months. Because of 
the chest pain, he was again admitted to Duke Hospital 
in June, 1954. When studies, including fungus cultures, 
failed to reveal the etiology of an increased density in the 
left midhilar region, a left upper lobectomy was done. 
Pathological examination revealed blastomycosis. The 
patient has made an uneventful recovery without further 
therapy. 


J.A.M.A., June 25, 1955 


CLINICAL NOTES 


THROMBOCYTOPENIC PURPURA 
IN PREGNANCY 


Franklyn M. Newmark, M.D., Denver 


Idiopathic thrombocytopenic purpura is a rare dis- 
ease. The concomitant occurrence of this entity with 
pregnancy is an unusual finding and furthermore carries 
a high mortality.' Yet such cases are truly worth exten- 
sive study and indeed have led to a significant clarifica- 
tion of the pathogenesis of thrombocytopenic purpura. 
Following is a report of a pregnant patient who had 
thrombocytopenic purpura. It will be followed by a dis- 
cussion of some of the recent work on the pathogenesis 
of the platelet deficiency. The capillary fragility and the 
coagulation defect in this disease will not be discussed. 


REPORT OF A CASE 


A 27-year-old white housewife entered Colorado General 
Hospital for the first time on Feb. 23, 1954, with chief com- 
plaints of epistaxis, hematuria, and purpura of one month’s 
duration and pregnancy of five months’ duration. Social, per- 
sonal, and family histories were noncontributory. History re- 
vealed that she had acute rheumatoid arthritis at age 12, 
involving both knees and requiring four months’ hospitalization. 
The only other attack occurred six years later and involved all 
peripheral joints. She spent one year at the University of Mary- 
land Hospital. During this period, the patient was anemic and 
was given two blood transfusions. Since the onset of the 
arthritis, she has had Raynaud’s phenomenon in her fingers. 

Menarche was at age 11. Menses have been regular and heavy. 
The patient stated that she has had a tendency toward easy 
bruising that has been present since age 18 when she received 
her first blood transfusions. This tendency is more severe at the 
time of her menses. She believes it becomes intensified follow- 
ing aspirin ingestion. She is gravida 3, para 1, aborta 1. In De- 
cember, 1951, she had a spontaneous abortion at two months, 
after several incidents of vaginal bleeding. In April, 1953, 
she underwent a normal, full-term, spontaneous delivery of a 
viable 5 Ib. (2,268 gm.) male infant, now living and well. Neither 
mother nor child had purpura. The last normal menstrual period 
was on Sept. 26, 1953, with an expected date of confinement 
of July 3, 1954. On Nov. 12 and 16 she had a one-day flow 
that turned to a brownish discharge lasting two additional weeks. 
There had been no vaginal bleeding since then. 

The present illness began one month prior to admission, when 
bruises appeared over both hips and thighs and later on her 
neck. Mild scratching left heavy purple lines on her arms and 
back. Her legs then became covered with bruises. She visited 
her local physician, who diagnosed “purpura” and prescribed 
cortisone (Cortone). He was aware of the patient’s pregnant 
state. Within one week the lesions seemed to clear. She then 
suffered severe occipitofrontal headaches and neck pain not re- 
lieved by aspirin or hot packs. This pain lasted continuously 
without relief for five days. On the second day of this pain she 
noted a smoky color in the urine. Adrenosem (adrenochrome 
monosemicarbazone sodiur_ salicylate complex) did not help and, 
indeed, two days later her gums began to bleed. She was hospital- 
ized in Trinidad, Colo., and there administered whole blood, 
vitamin K, thromboplastin, and cortisone. After the fourth trans- 
fusion she developed hives. All bleeding stopped after a few days 
of therapy, and she remained in the hospital for 12 days. She was 


From the Colorado General Hospital. 
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then sent to Colorado General Hospital for complete examina- 
tion. At the time of admission she was taking 25 mg. of cortisone 
four times a day. 

Physical Examination and Laboratory Data.—Physical ex- 
amination revealed the patient to be a well-developed, well- 
nourished white female in no distress, with normal vital signs. 
There were purpura and petechiae over breasts and all ex- 
tremities. A herpetic sore was noted on the upper lip. Liver, 
spleen, and lymph nodes were not enlarged to palpation. The 
uterus was one finger breadth below the umbilicus. Fetal heart 
beats were 156 in the right lower quadrant. Pelvic examination 
revealed mild cervicitis and a five-month gravid uterus. The 
fingers were red, with enlarged proximal interphalangeal joints 
but no limitation of motion. The remainder of the physical ex- 
amination was essentially normal. Laboratory data on admis- 
sion revealed a hemoglobin level of 13.5 gm. per 100 cc., hem- 
atocrit 47%, erythrocytes 5 million per cubic millimeter, 
leukocytes 13,500 per cubic millimeter, differential normal, 
platelets 46,000 per cubic millimeter, prothrombin time 100%, 
and reticulocytes 1.2%. Urinalysis, bilirubin, nonprotein nitro- 
gen, proteins, sodium, potassium, and serology were all within 
normal limits. A cervical smear was negative for malignant dis- 
ease, the Rumpel-Leede phenomenon was strongly present, and 
a test for L. E. cells was negative. Skin tests for tuberculosis, 
histoplasmosis, and coccidioidosis were negative. Bone marrow 
findings were compatible with idiopathic thrombocytopenic 
purpura. 

Therapy.—The patient was admitted to the gynecology serv- 
ice on Feb. 11, 1954, and examined there. She had a small but 
continuous nose bleed from the time of admission. On the third 
hospital day cortisone dosage was increased to 50 mg. four times 
a day. When the causes of secondary thrombocytopenia were 
ruled out, the patient was transferred to the surgical service. 
The platelet count continued to decline in spite of therapy, and 
on the eighth hospital day splenectomy was performed. No 
accessory spleens were located. Postoperatively there was a 
prompt and progressive increase in the platelet count to normal 
levels. Cortisone was withdrawn, and the patient was discharged 


Platelets per 


Day Cu. M 
45,000 4 p.m. 


15,400 noon 
45,000 4 p.m. 


on the 15th hospital day, having had no further hemorrhagic 
manifestations. The patient was seen three weeks later in sur- 
gery follow-up clinic with no complications noted and returned 
to the care of her local physician. Shortly thereafter she de- 
veloped purpura and epistaxis once again, and her platelet count 
fell to zero. Her local physician resumed therapy with 100 mg. 
of cortisone daily and gave her a transfusion of 1,000 cc. of 
whole blood: the symptoms resolved. 

Course. —In May, 1954, she had another relapse when cor- 
tisone was again discontinued. Purpura persisted in spite of 
reinstitution of therapy. The patient was readmitted to Colorado 
General Hospital on May 26 for five days of study. Clot re- 
traction was absent, but her blood did not inhibit clot retrac- 
tion of a control. One hundred twenty-five cubic centimeters of 
the patient’s serum transfused into a control subject caused a 
progressive platelet decline from 170,000 to 100,000 per cubic 
millimeter in the control, without, however, producing a Rum- 
pel-Leede phenomenon. Other laboratory data were: hemo- 
globin level 15.5 gm. per 100 cc., hematocrit 46%, leukocytes 
19,300 per cubic millimeter, reticulocytes 3.6%, platelets 7,700 
per cubic millimeter, L. E. cells absent. Examination of the 
bone marrow revealed increased megakaryocytes but no plate- 
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lets. The patient was given a transfusion of the red blood cells 
remaining when her serum was obtained. She was discharged on 
May 31 ona regimen of 100 mg. of cortisone daily. It was 
recommended that she return to Colorado General Hospital for 
delivery, but she declined to do this because of the distance 
from her home. On June 20 she went into labor, having had 
no hemorrhagic manifestations for three weeks. Her local phy- 
sician increased the dosage of cortisone to 300 mg. daily and 
gave adrenosem, vitamin K, and 500 cc. of whole blood. 
Shortly thereafter she was delivered of a 3.5 Ib. (1,534 gm.) 
viable infant. Neither mother nor child exhibited any bleeding 
manifestations. All medication was discontinued several days 
post partum, and, at the time of this writing, three weeks later, 
mother and child are doing well. 
PATHOGENESIS 

The role of the spleen in the pathogenesis of thrombo- 
cytopenic purpura is not completely understood. Part of 
the problem lies in the paradox of spontaneous perma- 
nent remission without splenectomy and failure of re- 
mission following splenectomy in a significant group un- 
dergoing this operation. Yet the excellent results generally 
achieved by splenectomy in the so-called idiopathic form 
of this disease are familiar. 

The most recent studies of idiopathic thrombocyto- 
penic purpura have tended to minimize the role of the 
spleen and have favored the existence of a humoral sub- 
stance, probably an antibody in the plasma.’ Such a hu- 
moral substance was postulated by Epstein and co-work- 
ers,’ who observed seven pregnancies occurring in five 
mothers with thrombocytopenia, in three of whom sple- 
nectomy had previously been done. All of the five chil- 
dren born to the mothers in whom splenectomy had been 
done were thrombocytopenic at birth but underwent a 
spontaneous remission within a few weeks. One of the 
two children born to the mothers in whom splenectomy 
had not been done had a similar transient thrombocyto- 
penia. A study was then undertaken of the literature con- 
cerning other pregnancies occurring in thrombocyto- 
penic females, and it became evident that, whether or not 
the mother still possessed her spleen at the time of de- 
livery, the large majority of infants had thrombocyto- 
penia at birth. It was concluded that some “humoral sub- 
stance,” independent of the presence or absence of the 
spleen, was transferred across the placenta into the circu- 
lation of the fetus, producing thrombocytopenia. At first 
it was thought that such a substance might well be 
estrogenic because of the well-known observation that 
idiopathic thrombocytopenic purpura in adults is almost 
eaclusively a disease of females. Variation in the platelet 
count occurs in the menstrual cycle. Furthermore, throm- 
bocytopenia had been observed in a few patients after 
large doses of estrogens.' 

However, more recent studies, especially that of Evans 
and co-workers ° have led to the hypothesis that this sub- 
stance may well be an antibody and in fact a platelet ag- 
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glutinin,® although some observers have discovered a 
platelet lytic factor."* Part of the evidence for this theory 
is based on the occasional coexistence of acquired hemo- 
lytic anemia and thrombocytopenic purpura, as well as 
the presence of a positive antiglobulin (Coombs) in some 
patients with idiopathic thrombocytopenic purpura with- 
out anemia. Harrington and co-workers * observed that 
transfusion of blood or plasma from most patients with 
idiopathic thrombocytopenic purpura into normal sub- 
jects resulted in a transient thrombocytopenia in the re- 
cipients, lasting five to seven days. This thrombocyto- 
penic factor persisted in some patients even after splenec- 
tomy and even after a return to a normal platelet count. 

Studies * on the survival of normal platelets trans- 
fused into patients with thrombocytopenia have shown 
that platelet disappearance is quite rapid when the re- 
cipient has “acute idiopathic thrombocytopenia.” How- 
ever, when the recipient has either the more chronic form 
or thrombocytopenia associated with leukemia or aplastic 
anemia, platelet survival time may be significantly longer. 
These results have been interpreted to mean that when 
platelet survival is short there is probably an increased 
rate of destruction; whereas, in the patient with thrombo- 
cytopenia and a long platelet survival time, the thrombo- 
cytopenia is probably due to a decreased production. 
Groisser and co-workers ° find that there is no platelet- 
reducing factor in secondary thrombocytopenic states. 
The platelet-reducing factor present in idiopathic throm- 
bocytopenic purpura does not seem to originate in the 
spleen.” Stefanini °” felt that, in one patient intensively 
studied, thrombocytopenia was most probably due to the 
effects of the circulating agglutinin on the platelets and 
possibly on the megakaryocytes. He has actually isolated 
and purified this agglutinin and identified it as a betas 
globulin. He further concluded that the spleen may be 
responsible for the removal of “sensitized” platelets, al- 
though this is not generally true in idiopathic thrombo- 
cytopenic purpura. 
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Harrington and co-workers '° believe that there are at 
least three types of platelets, comparable to blood groups. 
They further believe there are two types of neonatal 
thrombocytopenia. The first is the result of transmission 
of maternal autoagglutinins across the placenta in in- 
stances in which the mother has thrombocytopenia. The 
baby then has transient thrombocytopenia that remits in 
a few weeks. The other type of neonatal thrombocyto- 
penia is due to an isoagglutinin that has developed in the 
mother against the baby’s platelets (similar to Rh isoim- 
munization). In this case the mother does not have 
thrombocytopenia, but the babies do, and it lasts only for 
a few days. 


It has recently been observed that survival time of 
transfused normal platelets into either normal or throm- 
bocytopenic recipients progressively shortens with re- 
peated transfusions.** This seems to be due to the devel- 
opment of a platelet isoagglutinin and indicates that 
therapeutic platelet transfusion may have limited value. 
If a system of platelet typing were developed, this draw- 
back could, perhaps, be ameliorated. 

All of the above studies have demonstrated almost 
conclusively that the low platelet count in idiopathic 
thrombocytopenic purpura is due to an antibody—a 
platelet agglutinin. What is the source or stimulus for 
this antibody? Platelet type incompatibility with isoim- 
munization following transfusion or maternal sensitiza- 
tion explains a few cases. Transmission of maternal auto- 
agglutinins from a thrombocytopenic mother to fetus ac- 
counts for a few more.'’ Development of platelet agglu- 
tinins following drug sensitivity and possibly infection 
and irradiation may be responsible for a fair proportion 
of cases,'' although this is contested by others.’* But most 
patients with idiopathic thrombocytopenic purpura do 
not give a history compatible with these etiologies. Thus, 
the pathogenesis of idiopathic thrombocytopenic purpura 
has been largely clarified, but the instigating factor in 
most cases remains obscure. 


COMMENT 
Rushmore '* in 1925 reviewed the literature and found 
44 cases of thrombocytopenic purpura occurring in preg- 
nancy. Twenty-six of the mothers died; of 42 infants, only 
15 survived. Seven fetuses were noted to be purpuric. 
Polowe ‘* performed the first splenectomy on a pregnant 
woman for thrombocytopenia in 1943, although this pro- 
cedure was suggested in 1930 by Williams. Polowe’s 
patient had developed thrombocytopenia five years pre- 
viously, with a recurrence during her first pregnancy and 
again in her second pregnancy, during the eighth month 
of which the splenectomy was performed. One month 
later a normal child was born. Urbanski ' in 1942 de- 
scribed a woman with idiopathic thrombocytopenic pur- 
pura who had a miscarriage followed by a term stillbirth, 
the fetus having died of hemorrhagic manifestations. 
During this labor the patient had a seizure apparently 
related to the purpura, not eclampsia. Severe postpartum 
hemorrhage ensued, unrelieved by transfusion. Splenec- 
tomy was performed and was followed by an excellent 
therapeutic result. The patient subsequently had three 
normal deliveries, although the first child had a transient 
thrombocytopenic purpura. 
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In describing the mechanisms resulting in thrombo- 
cytopenic purpura in the patient described in this paper, 
one must examine various aspects of her history and 
consider several possibilities. While one cannot arrive 
at any definite conclusion as to pathogenesis in this pa- 
tient, the various conjectures are worth investigation. 
She had her first purpuric manifestations during her third 
pregnancy, although she had easy bruising since the age 
of 18 after receiving blood transfusions. This observa- 
tion could be faulty, however, and the bruising tendency 
could have been present earlier. On the other hand, she 
may have only imagined that she had this symptom. 

The literature is sparse on the relationship of rheuma- 
toid arthritis and thrombocytopenia. In this patient, the 
occurrence of these two diseases is probably fortuitous. 
The recurrent nature of idiopathic thrombocytopenic 
purpura suggests that the disease exists as a tendency, 
with aggravating factors provoking exacerbations. The 


tendency could be hereditary, in the form of a recessive, 


gene or mutation, or acquired by various sensitization 
phenomena, such as transfusion. Aggravating factors 
could include sensitization phenomena, hormonal 
changes, intercurrent infection, and pregnancy. The last- 
mentioned state could be an aggravating factor by virtue 
of the hormonal changes, or perhaps a fetal plasma sub- 
stance, inherited from the father, leaking in to the ma- 
ternal circulation inciting an exacerbation. Another pos- 
sibility is that this patient acquired her thrombocyto- 
penic tendency during a previous pregnancy and had an 
exacerbation at this time because of reexposure to the 
same inciting factor. The role of the spleen further com- 
plicates the picture. This patient responded poorly to 
cortisone while she had her spleen. She had a remission 
after splenectomy but later had a relapse that did respond 
to cortisone. 

Here then are a substantial number of unknowns. 
Each suspected factor in the pathogenesis requires sepa- 
rate investigation and elucidation so that one may form a 
true equation of the origin and mechanism and, ulti- 
mately, treatment. The study of pregnant patients with 
this disease has materially contributed to the understand- 
ing of idiopathic thrombocytopenic purpura. 

2468 S. Birch St. (22) 


Traumatic Wounds.—The care of traumatic wounds is the most 
common form of surgical treatment. It is frequently carried out 
indifferently. More education regarding it is needed by both 
laymen and the medical profession. The type of early care makes 
the major difference in the ultimate result. “Good surgical care 
demands asepsis, accurate removal of devitalized tissue, rest, 
compression to diminish post-traumatic edema, and a rapid con- 
version of the open, contaminated wound to a clean, closed 
wound.” . . . Tetanus and gas bacillus infection must always 
be kept in mind. Antibiotics are never a substitute in the slightest 
degree for good surgical care. Out of every hundred persons 
with so-called minor injuries, a certain number, and that number 
not a small one, will become infected. There will be time lost 
from business, money lost from wages, fingers lost from in- 
fection, jobs lost from permanent disability, and out of every 
hundred, even some lives lost. The medical profession must 
accept more responsibility for the results obtained after ac- 
cidental wounds.—R. H. Kennedy, M.D., Present-Day Farly 
Care of Traumatic Wounds, The Surgical Clinics of North 
America, April, 1955 
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ENTEROTOXIN PRODUCED BY MICROCOCCI 
FROM CASES OF ENTERITIS AFTER 
ANTIBIOTIC THERAPY 


Michael J. Surgalla, Ph.D. 


and 


Gail M. Dack, M.D., Chicago 


Attention has been called by a number of investigators 
to the predominance of micrococci in the intestinal tract 
of patients exhibiting varying degrees of enteritis and 
colitis after antibiotic therapy." The symptoms were 
strikingly like those of micrococcic food poisoning,” and 
in several cases studied bacteriologically the normal in- 
testinal flora appeared to be replaced by micrococci. In 
a few cases micrococci were predominant in other body 
sites but not in the stool cultures.'' The enteritis cases 
were unlike micrococcic food poisoning (with its low 
mortality rate) in that the vomiting and diarrhea were 
sometimes followed by fatal circulatory collapse. At 
necropsy in some fatal cases, a pseudomembranous enter- 
itis was observed and in stained preparations of the mem- 
branes and surrounding tissues micrococci were the pre- 
dominant micro-organisms. 


Victims of micrococcic food ial usually receive 
a single dose of enterotoxin that was produced by micro- 
cocci growing in the food prior to its ingestion. Although 
large numbers of the micrococci are often ingested along 
with the toxin, they apparently do not multiply and pro- 
duce more enterotoxin in the intestinal tract. However, 
in cases of micrococcic enteritis that occur after the 
administration of antibiotics the normal flora may be 
suppressed by the antibiotic, thus favoring the develop- 
ment of an antibiotic-resistant food-poisoning strain of 
Micrococcus. Under these conditions enterotoxin may 
be produced continuously in vivo, often with disastrous 
results. The first step in a test of this hypothesis would 
be to determine whether micrococci isolated from such 
cases are capable of producing enterotoxin. The pur- 
pose of this paper is to present data indicating that these 
strains are enterotoxigenic. 


From the Food Research Institute, University of Chicago. 

This study was aided by a grant from Swift and Company, Chicago. 

Coagulase tests were carried out by Mr. Eugene Zebovitz at the Ameri- 
can Meat Institute Foundation Laboratories, Chicago. 

Micrococcus strains were received from Dr. Erwin Neter, Children’s 
Hospital, Buffalo; Dr. F. R. Heilman, Mayo Clinic, Rochester, Minn.: 
Dr. Maxwell Finland, Boston (Mass.) City Hospital; and Dr. R. E. 
Kendall, Hartford (Conn.) Hospital. 

1. (a) Jackson, G. G., and others: Terramycin Therapy of Pneumonia: 
Clinical and Bacteriological Studies of 91 Cases, Ann. Int. Med, 35: 1175, 
1951. (b) Dearing, W. H., and Heilman, F. R.: Micrococcic (Staphylo- 
coccic) Enteritis as a Complication of Antibiotic Therapy: Its Response to 
Erythromycin, Proc. Staff Meet., Mayo Clin. 28: 121-134, 1953. (c) Fairlie, 
C. W., and Kendall, R. E.: Fatal Staphylococcus Enteritis Following 
Penicillin and Streptomycin Therapy, J. A. M. A. 153: 90-94 (Sept. 12) 
1953. (d) Terplan, K., and others: Fulminating Gastroenterocolitis Caused 
by Staphylococci: Its Apparent Connection with Antibiotic Medication, 
Gastroenterology 24: 476-501, 1953. (e) Cramer, R., and Rossi, E.: 
Vomiting and Diarrhea with Fatal Circulatory Collapse in Children 
Following Treatment with Chloromycetin and Terramycin: Discussion of 
Staphylococcic Enteritis, Helvet. paediat. acta 8: 544-560, 1953, abstracted, 
J. A.M. A. 155: 790 (June 19) 1954. (f/) Finland, M.; Grigsby, M. E., and 
Haight, T. H.: Efficacy and Toxicity of Oxytetracycline (Terramycin) and 
Chlortetracycline (Aureomycin) with Special Reference to Use of Doses 
of 250 Mg. Every Four to Six Hours and to Occurrence of Staphylococcic 
Diarrhea, A. M. A. Arch. Int. Med. 93: 23-43 (Jan.) 1954. 

2. Dack, G. M.: Food Poisoning, ed. 2, Chicago, University of Chi- 
cago Press, 1949. 
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MATERIALS AND METHODS 


Micrococcus cultures were isolated from patients in 
four different localities, and 33 strains were tested. Enter- 
otoxin was produced by growing the cultures for three 
days on semisolid veal infusion agar under partial carbon 
dioxide pressure by the method of Woolpert and one of 
us (G. M.D.)* Five daily transfers in veal infusion broth 
were made prior to inoculation of the Kolle flasks con- 
taining the soft agar. Fluid expressed from the soft agar 
cultures through gauze was then centrifuged and super- 
natant fluids were assayed for enterotoxin. 

Tests for the presence of enterotoxin were made by 
feeding culture supernates (50 ml.) to young rhesus 
monkeys (Macaca mulatta) through a stomach tube. 
Animals were observed continuously for five hours after 
feeding, and vomiting was accepted as a positive test for 
enterotoxin. Since monkeys become resistant upon re- 
peated ingestion of enterotoxin, and since vomiting from 
other causes is encountered on rare occasions,‘ the fol- 
lowing procedure was followed to determine whether a 
strain of Micrococcus produced enterotoxin. Emesis pro- 
voked in at least two of four animals fed was considered 
a conclusive test for enterotoxin. Four previously used 
animals were employed; if less than two positive reac- 
tions occurred, the test was repeated in four previously 
unused animals. One hundred sixty-eight individual 
feeding tests were done. 


RESULTS 

Of the 33 strains of micrococci tested, 30 were found to 
produce enterotoxin. All strains that produced entero- 
toxin also gave a positive test for coagulase. Two of the 
nonenterotoxigenic strains were expected to be negative 
for enterotoxin since they did not produce coagulase.°* 
The third nonenterotoxigenic strain was isolated from a 
routine admission stool culture of a patient who did not 
have gastrointestinal symptoms. Data were available 
from 18 patients with reference to the time symptoms 
appeared after administration of one or more of the fol- 
lowing antibiotics: oxytetracycline (Terramycin), penicil- 
lin, dihydrostreptomycin, erythromycin, and chlortetra- 
cycline (Aureomycin). Two of the 18 patients had diar- 
rhea on admission to the hospital, and the remaining 16 
developed diarrhea in 2 to 14 days, the mode being 6 
days. Excluding the two cases admitted with diarrhea, 
12 of the 16 remaining cases developed gastrointestinal 
symptoms within one week after antibiotic therapy was 
begun. Where bacteriological data were available Micro- 
coccus pyogenes var. aureus was present in great num- 
bers, sometimes recorded as representing pure cultures, 
and sometimes in combination with Streptococcus fae- 
calis or Pseudomonas aeruginosa. 


SUMMARY 

The fact that enterotoxin-producing micrococci were 
present in the intestinal tract of 30 out of 32 patients with 
enteritis following antibiotic therapy gives considerable 
weight to the hypothesis that enterotoxin is produced in 
vivo by antibiotic-resistant food-poisoning strains of 
micrococci. The two coagulase negative nonentero- 
toxin-producing strains recovered from these cases would 
not exclude in vivo enterotoxin production since it would 
be possible for enterotoxigenic and nonenterotoxigenic 
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strains to exist together in the same patient, in which case 
a nonenterotoxigenic strain might be the one recovered. 
If only a nonenterotoxigenic strain was present no enteri- 
tis should occur. 

In micrococcic food poisoning the enterotoxin is pro- 
duced in food outside of the body, and when the contam- 
inated food is eaten there is no further production of 
enterotoxin in vivo. Also, some of the toxin that has not 
been absorbed is probably eliminated in the vomitus and 
diarrhea. In the case of micrococcic enteritis following 
antibiotic therapy, enterotoxin may continue to be pro- 
duced as long as the antibiotic suppresses the normal 
flora. Ample support may be found in the literature for 
the concept that micrococci may become predominant in 
the intestine only when the normal flora is suppressed. 
Thus, the common occurrence of antibiotic-resistant 
Escherichia coli and other intestinal bacteria together 
with the chance of a nonenterotoxigenic Micrococcus 
predominating, may account for the relatively small 
number of patients who develop enteritis. Patients who 
develop micrococcic enteritis may be those whose normal 
intestinal flora is sensitive to the antibiotics used while a 
resistant strain of enterotoxigenic Micrococcus is present. 
Enterotoxin may be produced in patients under antibiotic 
treatment in sites other than the intestinal tract. 


5650 S. Ellis Ave. (Dr. Surgalla). 


3. Woolpert, O. C., and Dack, G. M.: Relation of Gastro-Intestinal 
Poison to Other Toxic Substances Produced by Staphylococci, J. Infect. 
Dis. 52: 6-19, 1933. 

4. Surgalla, M. J.; Bergdoll, M. S., and Dack, G. M.: Some Observa- 
tions on the Assay of Staphylococcal Enterotoxin by the Monkey-Feeding 
Test, J. Lab. & Clin. Med. 41: 782-788, 1953. 

5. Evans, J. B.; Buettner, L. G., and Niven, C. F., Jr.: Evaluation of 
the Coagulase Test in the Study of Staphylococci Associated with Food 
Poisoning, J. Bact. 60: 481-484, 1950. 


USE OF TRENDELENBURG POSITION IN 
DIAGNOSIS OF INTRAPERITONEAL 
HEMORRHAGE 


A MANEUVER TO FACILITATE PRODUCTION OF 
SHOULDER PAIN 


Victor A. Gilbertsen, M.D., Minneapolis 


It has been noted for many years that pain referred to 
the shoulder is associated with certain painful abdominal 
conditions.’ Irritating fluids, such as blood or purulent 
exudates, may produce this pain when contact is made 
with the central portion of the diaphragm. Kehr’s sign, 
for example, is concerned with the severe shoulder pain 
that develops in some patients with rupture of the spleen.” 
This phenomenon, however, is often absent even in the 
presence of sizable intraperitoneal hemorrhage,’ and its 
value in diagnosis is thus lessened. Two patients whose 
cases suggest that this deficiency may be overcome in 
some instances simply by testing in the Trendelenburg 
position have been seen recently at the University Hos- 
pitals. 


From the Department of Surgery, University of Minnesota Hospitals. 
1. Buchan, A. P.: Symptomatology: or, the Art of Detecting Disease, 
London, Callow & Wilson, 1824, p. 144 
2. Robertson, W. E., and Robertson, H. F.: Diagnostic Signs, Reflexes 
and Syndromes, Standardized, ed. 2, Philadelphia, F. A. Davis Company, 
1942. 
3. Bailey, H.: Demonstrations of Physical Signs in Clinical Surgery, 
ed. 11, Bristol, England, John Wright & Sons, Ltd., 1949, p. 302. 
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CASE REPORTS 


Case 1.—A 29-year-old woman was admitted on Aug. 22, 
1953, with a complaint of severe abdominal pain. One week 
prior to admission, the patient had an attack of crampy lower 
abdominal pain that lasted a few hours and then disappeared; 
eight hours before admission, the pain in the abdomen had 
suddeniy returned. Examination revealed diffuse abdominal 
tenderness, but no masses were palpable. The patient com- 
plained of moderately severe, diffuse abdominal pain while 
sitting or standing. In the supine or Trendelenburg positions, 
there was present, in addition, severe shoulder pain. The blood 
pressure was 90/60 mm. Hg, the hemoglobin was 11.1 gm. per 
100 cc., and the white blood cell count was 14,950 per cubic 
millimeter. X-rays of the abdomen revealed nothing of note. 
A preoperative diagnosis of ruptured ectopic pregnancy was 
made. A laparotomy, a few hours later, revealed 1,500 cc. of 
blood in the peritoneal cavity and a bleeding mass in the left 
fallopian tube. The mass was removed; pathological examination 
showed a tubal pregnancy. Recovery was uneventful, and the 
patient was discharged from the hospital five days later. 


Case 2.—A 56-year-old woman entered the hospital on March 
3, 1954, with a nodule in the left breast. This led to a radical 
mastectomy for adenocarcinoma on March 8. For a week after 
the operation, the patient did well. On March 17, however, the 
hemoglobin was found to be 10.5 gm. per 100 cc.; it was 
restored to its normal level by transfusion. On March 21, the 
patient noted extreme weakness and “faintness” when out of 
bed. Occasional crampy abdominal pain was also present. Ex- 
amination showed diffuse tenderness of the abdomen with 
slightly more severe tenderness in the lower right quadrant. 
Tipping the bed to the Trendelenburg position was followed 
by pain in the shoulder, although this pain had not been 
present when the patient was in the supine position. Rotating 
the patient to the side caused the pain to be more severe in 
the dependent shoulder. The shoulder pain was relieved when 
she returned to the supine position. The blood pressure was 
100/70 mm. Hg, the hemoglobin was 12 gm. per 100 cc., and 
the white blood cell count was 14,700. An x-ray of the abdomen 
showed no apparent abnormality. A tentative preoperative diag- 
nosis of appendicitis was made. An exploratory laparotomy, 
on March 21, revealed a large amount of free blood in the 
abdominal cavity. The hemorrhage was originating from the 
splenic artery, which was calcified and somewhat dilated. A 
splenectomy was done; the specimen showed a _ ruptured 
aneurysm of the splenic artery. The postoperative course was 
uneveniful. 

COMMENT 

Hilton was one of the first to attempt to explain re- 
ferred shoulder pain. However, his observations seem to 
be concerned with stimulation of abdominal viscera and 
referral of pain to corresponding dermatomes in the 
interscapular region.* Pain in the top of the shoulder, in 
association with stimulation of the diaphragm, depends 
upon a different factor: the unique distribution of the 
sensory components of the fourth cervical spinal root. In 
association with the embryonic migration of the dia- 
phragm from a cervical position to one between the 
thoracic and abdominal cavities, the sensory innervation 
of its central portion, via the phrenic nerve, is by way of 
the same spinal segment as that of the cranial portion of 
the shoulder.’ Painful stimulation of the diaphragm, 
therefore, is frequently followed by localization of the 
pain to the shoulder. This phenomenon is a well-known 
symptom of irritating intraperitoneal fluid and has often 
been present in patients with abdominal hemorrhage.° 

Placing of a patient in the Trendelenburg position, 
with a view toward bringing abnormal intra-abdominal 
fluid into contact with the diaphragm in order to produce 
referred shoulder pain, apparently has not been pre- 
viously reported. However, Pullen * has noted that some 
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patients with a ruptured ectopic pregnancy are more com- 
fortable while sitting up straight than lying down, and 
Bailey * has observed two patients with abdominal hem- 
orrhage who displayed shoulder pain only after the foot 
of their beds had been placed on blocks. Maneuver of 
the patient with suspected intra-abdominal hemorrhage 
to the Trendelenburg position should allow any appre- 
ciable quantity of free abdominal fluid to gravitate into 
contact with the undersurface of the diaphragm and may 
thereby produce or accentuate referred shoulder pain. 
Although both patients reported on here showed several 
of the signs and symptoms commonly associated with 
intra-abdominal hemorrhage (‘“faintness,” abdominal 
pain, abdominal tenderness, tachycardia, hypotension, 
anemia, and leukocytosis), none of these is pathogno- 
monic. However, the shoulder pain characterized irrita- 
tion of the central portion of the diaphragm.’ 


SUMMARY 


It seems likely that placing a patient in the Trendelen- 
burg position may facilitate contact of intraperitoneal 
blood with the diaphragm and thus expedite diagnosis of 
a possible abdominal hemorrhage while the hemorrhage 
is yet minimal. It is possible that other abnormal intra- 
peritoneal fluids such as urine, purulent exudates, and 
gastric juice, if present in sufficient quantity, may lend 
themselves to production of this phenomenon; my ex- 
perience, however, is limited to hemorrhagic fluid. The 
simplicity and ease of applying this test suggest that it 
could safely be included in the examination of the patient 
with an “acute abdomen” without fostering delay or un- 
warranted risk to him. 


412 S.E. Delaware. 
4. Hilton, J.: Rest and Pain, ed. 6, London, Bell & Sons, Ltd., 1950, 
p. 78. 


5. Rasmussen, A. T.: The Principal Nervous Pathways: Neurological 
Charts and Schemas, with Explanatory Notes, ed. 3, New York, the 
Macmillan Company, 1945, p. 43. 

6. Howell, W. H.: Textbook of Physiology, edited by J. F. Fulton and 
others, ed. 15, Philadelphia, W. B. Saunders Company, 1946, p. 395. 

7. Medical Diagnosis: Applied Physical Diagnosis, Pullen, R. L., editor, 
Philadelphia, W. B. Saunders Company, 1944, p. 556. 


Scientific Publications.—Few scientists or scholars realize the 
sheer volume of our present-day publications. . . We can 
never know the exact number, of course, for some of them are 
printed in odd and out-of-the-way journals, and they range all 
the way from the truly scientific to the trivial. . . . We can 
never catch up, because, between dinner one day and breakfast 
the next morning, another 600 papers will appear. . . . The 
solution, as we all know, is reached by dividing up the task, by 
our becoming specialists, and this means, of course limiting our 
individual competence and interests. . . . Historians of science 
have recorded any number of instances where all the facts neces- 
sary for the birth of an important theory have been known for 
many years, but, as long as they were scattered, they seemed 
to be, and actually were, unimportant. The great contribution 
of Gregor Mendel may be used to illustrate this point. His dis- 
coveries were presented to the world in 1865, but the biologists 
who read his paper thought nothing of it. Thirty-five years later, 
in 1900, the paper was discovered and appreciated, and the new 
science of genetics was born. The original neglect of Mendel’s 
work is truly startling when we realize that every single one of 
his discoveries had been made previously and that some of them 
were well known. In 1822, the very year in which Mendel was 
born, two horticulturists, Seton and Goss, working independently, 
announced most of the facts we label Mendelian.—C. Zirkle, 
Our Splintered Learning and the Status of Scientists, Science, 
April 15, 1955. 
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A MODIFICATION OF LEG TRACTION 
Wallace L. Salzman, M.D., Libertyville, Ill. 


To cure the fracture at the expense of the skin is a too 
frequent occurrence in the initial and conservative man- 
agement of fractures of the hip and thigh. The skin of the 
geriatric patient is usually lacking in adequate sebaceous 
protection and is somewhat dehydrated because of the 
change in the mucoprotein base substance, which acts 
as a hydrophilic agent in maintaining hydration of the 
skin. In such skin it is not unusual that there be a great 
susceptibility to even the minutest trauma, and with 
trauma, a rapid secondary infection. Interstitial edema 
with a decrease in the adequacy of the skin circulation will 
aggravate the potentialities of skin trauma even more. 
In a young patient, the skin may be capable of withstand- 
ing contact trauma, but, owing to the ever-increasing 
number of sensitive people, it may not be able to tolerate 
chemical contact without developing one of the many 
epidermal reactions. There have been many unsatisfac- 


Leg traction applied from boot made of strips of moleskin and covered 
with adhesive tape. 


tory experiences with the various types of adhesive ma- 
terials that have been placed in intimate contact with the 
skin. The recent addition of sponge rubber for traction 
appeared as a plausible solution to the problem, and in 
some people it proved very effective. There are, how- 
ever, too many people who react violently when they 
come in contact with sponge rubber for only a short pe- 
riod of time. 

The stimulus to modify these methods came when I 
was confronted with the necessity of applying traction to 
a woman who was allergic to zinc oxide and very hyper- 
sensitive to rubber when in contact with them for only a 
short period of time. Her great sensitivity was empha- 
sized by her quick development of decubitus bed sores 
after only 24 hours in contact with a hospital sheet, under 
which was a mattress-protecting rubber sheet. The fol- 
lowing procedure was used with amazing success on this 
patient, with no evidence of skin irritation after one week 
of constant traction, and was subsequently used on many 
other patients with the same results. 
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Moleskin is cut into strips 2 to 3 in. wide and into 
lengths sufficient to circumscribe a portion of the calf plus 
1 in. These strips are applied firmly to the leg with the 
soft, furry side in contact with the skin, and the adhesive 
not in contact at any point. The 1 in. overlap is sufficient 
to produce an external adhesive contact and is used in- 
stead of the internal and skin contact. This is begun 
below the tibial tubercle and is extended down to the 
ankle, using proper padding precautions where necessary. 
When this is completed, the adhesive surface of the mole- 
skin is exposed. Longitudinal strips of tape or moleskin 
are attached to adhesive surface exposed, as in Bucks 
traction, and the entire boot is then covered with 1 in. 
wide tape so that there is no longer any adhesive surface 
exposed. The boot clings firmly to the skin (see figure) 
and can be left on for long periods without concern re- 
garding skin respiration, absorption of sweat, or contact 
burns. The traction can be removed painlessly. 


629 S. Seventh Ave. 


LEUKEMIA IN TWIN CHILDREN 


Ray C. Anderson, M.D., Ph.D. 


and 


Harold W. Hermann, M.D., Minneapolis 


The occurrence of a particular disease in one of iden- 
tical twins always poses the question of whether the other 
twin also will develop the disease. This question becomes 
very pertinent when the disease involved is a serious one 
of unknown cause. Inasmuch as identical twins possess 
the same genetic endowment, it is to be expected that they 
will be similar in those physical and mental characteris- 
tics having a hereditary basis. In the past several years we 
have encountered leukemia in two children who were 
members of identical twin pairs. In each case, the parents 
asked specifically about the likelihood of the other twin 
also developing the disease. Unfortunately there has been 
no study of leukemia in twins. The only published data 
consist of a scattering of case reports. The value of the 
latter is limited, since some individual workers are un- 
doubtedly biased into considering that concordant (both 
affected) twin pairs are the rarity and deserving of pub- 
lication, while others reserve this attitude for the dis- 
cordant (only one affected) twin pairs. Case reports that 
have been published indicate that leukemia in identical 
twin children may affect either one twin (Kellett !; Willi, 
quoted by Jelke *; Cooke *) or both twins (Jelke,° Riel *). 
However, in most of these reports there has been little or 
no documentation regarding ovularity of the twins. The 
only information that could be offered to the parents in 


From the Department of Pediatrics, University Hospital (Dr. Anderson). 

Dr. M. D. Starekow, of Thief River Falls, Minn., referred case 1 to 
University Hospital and furnished follow-up information. 

1. Kellett, C. E.: Acute Myeloid Leukaemia in One of Identical Twins, 
Arch, Dis. Childhood 12; 239, 1937. 

2. Jelke, H.: Akute lymphatische Leukamie bei eineiigen Zwillingen, 
Acta Paediat. 27:87; 137, 1939. 

3. Cooke, J. V.: Acute Leukemia in Twins, J. A. M. A. 152: 1028 
(July 11) 1953. 

4. Riel, L.: Akute lymphatische Leukimie bei (eineiigen) Zwillingen, 
Kinderarztl. Praxis 16: 148, 1948. 
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the authors’ cases was that available data were inade- 
quate, but that there was evidence that if one identical 
twin developed leukemia, the other twin sometimes did, 
and sometimes did not, develop leukemia. 


REPORT OF CASES 

Case 1.—A 7-year-old girl was admitted to University Hospital 
on July 22, 1951. Four weeks prior to admission she developed 
pain in the upper left quadrant of the abdomen. She was 
hospitalized at her community hospital, where generalized 
lymphadenopathy and splenohepatomegaly were noted and a 
presumptive diagnosis of leukemia was made. Low grade fever 
and weight loss soon developed, the patient became increasingly 
pale and lethargic, and there was an increased prominence of 
the lymph nodes. Physical examination on admission showed a 
pale, slender girl with very prominent cervical, axillary, and 
inguinal lymph nodes. The spleen and liver were markedly 
enlarged. Laboratory studies showed a hemoglobin level of 
10.1 gm. per 100 cc., erythrocyte count of 3,750,000 per cubic 
millimeter, leukocyte count of 2,750 per cubic millimeter, dif- 
ferential count including 88% lymphocytes, and platelet count of 
38,000 per cubic millimeter. The peripheral blood smear was con- 
sidered suggestive of leukemia. Examination of the bone marrow 
showed the cellular marrow to be composed entirely of cells 
of the lymphocytic series, with immature lymphocytes and blast 
forms constituting 90% of the cells. A diagnosis of a subacute 
lymphatic leukemia was made. No special therapy was given, 
and the patient returned home, where she died on Sept. 9, 1951. 
No autopsy was obtained. 


The other twin was examined on July 30, 1951, in view of 
the history that the girls were considered to be identical twins. 
Her earlier medical history and development had been similar 
to those of her sister. Both had had mumps in 1950 and rubella 
in early 1951. Physical examination showed no unusual findings, 
although there was minimal cervical adenopathy and the tip of 
the spleen could be palpated. Studies showed a hemoglobin level 
of 12.5 gm. per 100 cc., an erythrocyte count of 4,070,000 per 
cubic millimeter, a leukocyte count of 5,550 per cubic milli- 
meter, differential count showing 54% lymphocytes, and a plate- 
let count of 126,000 per cubic millimeter. The peripheral blood 
smear was considered to be normal in appearance, and a bone 
marrow biopsy also showed normal findings, with 17.6% of the 
cells being of the lymphocyte series. The patient’s health re- 
mained good, and at latest report, three years later, she was well 
and active. 

Family and Twin Data.—Prior to the birth of the twins, the 
mother had had five pregnancies, resulting in four liveborn 
children, all living and well, and one abortion; two subsequent 
pregnancies resulted in one abortion and one liveborn child 
who died of a congenital heart defect. The parents, both living 
and in good health, were not related by blood. Except for one 
grandparent who was said to have died of cancer, no cases of 
blood dyscrasia or malignant diseases were known among the 
grandparents or the 14 uncles and aunts. Ovularity of the twins 
was established by physical features and blood type. The girls 
were very similar in general appearance. They had identical hair 
color, form, and texture; iris color and pattern; middigital hair 
distribution; skin color and texture; and identical features of the 
ears, digits, chin, and dentition. Both could funnel the tongue, 
and both were tasters for phenylthiocarbamide. Hair whorls were 
the same. Height differed by 0.25 in. Blood types were identical, 
being OMN oe . The “normal” twin had two pigmented nevi 


on the hand and back, and her nose had a slightly blunter tip; 
otherwise, no differences were noted. The twins were considered 
to be definitely of a uniovular (identical) type. 


Case 2.—A 9-month-old male infant was admitted to the 
Minneapolis Swedish Hospital on July 10, 1953. Four days prior 
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to admission he developed symptoms of an upper respiratory 
infection. On admission to the hospital he appeared ill, and his 
rectal temperature was 101 F. The significant physical findings 
were: a firm, walnut-sized mass over the right parietal area; 
prominent postauricular and occipital lymph nodes; bilateral 
conjunctivitis; injected pharynx; and scattered petechiae. The 
spleen and liver were palpable but did not appear significantly 
enlarged. Laboratory studies showed a hemoglobin level of 
11.2 gm. per 100 cc., erythrocyte count of 3,580,000 per cubic 
millimeter, and leukocyte count of 152,000 per cubic millimeter. 
The bleeding time and platelet count were normal. Skull roent- 
genograms were interpreted as normal, but a nodular infiltrate 
was noted in the right perihilar region on the chest roentgeno- 
gram. A biopsy of the bone marrow was interpreted as showing 
hyperplasia with an extensive overgrowth of the reticulum and 
proliferation of pleomorphic-appearing myeloid cells; the sinu- 
soids were congested with myeloid ceils in various maturation 
stages; the picture was considered diagnostic of acute myelogen- 
ous leukemia. No treatment was given, and the patient returned 
home. He then developed progressive weight loss, weakness, and 
vomiting and was rehospitalized on Aug. 7. His spleen and liver 
now appeared to be moderately enlarged, his eyelids were 
edematous, and there were firm nodes in the axillary, cervical, 
and inguinal areas. The parietal nodule had increased in size. The 
hemoglobin level was 5.3 gm. per 100 cc., and the leukocyte 
count was 216,500 per cubic millimeter, with 38% blast cells and 
38% myelocyte forms. Petechiae and ecchymoses became numer- 
ous as his condition rapidly deteriorated. Death occurred on 
Aug. 24, 1953. Autopsy was not permitted. 

The other twin was examined on July 10, 1953, at the time 
of his brother’s hospitalization. No abnormalities were noted on 
physical examination. The peripheral blood and bone marrow 
were examined and were interpreted as showing nothing ab- 
normal. He continued to do well until Nov. 15, 1953, at which 
time he developed an upper respiratory infection. On physical 
examination, firm swollen areas were noted over both zygomatic 
areas and there were palpable nodes in the cervical, axillary, 
and inguinal areas. The spleen was palpable and felt firm. The 
leukocyte count was 74,500 per cubic millimeter. Further exami- 
nations and studies were refused by the parents, who recognized 
the disease as being identical to that suffered by the other twin. 
However, the child was seen in his home several minutes after 
death on Dec. 20, 1953. There were widespread petechiae and 
ecchymoses, with periorbital hemorrhage and exophthalmos. The 
liver and spleen were very large and firm, and there was 
prominent and diffuse adenopathy. Permission for autopsy was 
refused. The clinical picture was considered classical of leukemia. 
The peripheral blood smear and bone marrow specimen taken 
in July was later reexamined, and the pathologist considered 
that there were minimal changes that, in retrospect, might well 
be considered at least as suggesting early leukemic changes. 

Family and Twin Data.—The mother of these twins had had 
two previous pregnancies, both resulting in normal liveborn 
children, both now living and well. The parents, both living and 
well, were not related by blood. A male cousin of the mother 
had died at University Hospital of chronic lymphatic leukemia 
at the age of 64. No blood dyscrasias or malignant diseases 
were known among the grandparents or eight uncles or aunts. 
Ovularity of the twins was established by physical features and 
blood type. The attending obstetrician reported but one placenta 
for these twins, but no definite information was available regard- 
ing the status of the chorionic and amniotic membranes. The 
twins were very similar in appearance. They had identical hair 
color, form, texture, iris color and pattern, and identical features 
of the ears, chin, nose, digits, and dentition. The hair whorl was 
identical. Blood types were identical, being AiMN ‘. The in- 


fants were considered to be definitely uniovular. 
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COMMENT 

It is very unlikely that a large series of cases of twin 
children with leukemia can be accumulated at any one 
medical center. From various types of incidence reports, 
the annual national incidence of leukemia in children 
(under age 15) can be roughly estimated as 1,000 to 
2,000, the latter value probably being the more nearly 
accurate. This would give a total of 20,000 cases in a 10 
year period. Twin births occur once in about every 90 de- 
liveries, or in other words, one in every 45 newborn in- 
fants is a twin. Of the twin pairs, about 30% are identical 
(uniovular) in type. Thus, from the above approxima- 
tions, it can be estimated that over a 10 year period there 
will be about 450 individual twins with leukemia, and of 
these, some 135 will be of the uniovular type. It is 
obvious that these 135 cases will be thinly distributed 
among the many medical centers in the United States. 


Since the chance of any particular child developing 
leukemia before the age of 15 years is of the order of 1 in 
2,000, then the chance that leukemia will occur in the 
second member of an identical twin pair, one of whom 
already has the disease, will be about 1 in 2,000. In other 
words, if the occurrence of leukemia were a purely ran- 
dom event, one might expect to see identical twin chil- 
dren concordant for leukemia about once in 150 years 
in the United States (based on present population data). 
If environmental factors are of primary importance in the 
development of leukemia, then one might well expect a 
greater than chance occurrence of concordant twins. If 
heredity is the primary factor, then the concordance fig- 
ure could be expected to approach 100%. If both heredi- 
tary and environmental factors are of importance, then 
an intermediate figure could be expected. .The available 
data relating to leukemia in twins are too limited to shed 
a significant amount of light on this problem. It is possible 
that an earlier age onset of leukemia may indicate a larger 
hereditary component in the cause of the disease. It would 
therefore be of interest to look for differences in the con- 
cordance values for identical twins, with respect to leu- 
kemia, at different ages. 

Although general appearance alone is usually sufficient 
for the identification of the majority of uniovular twin 
pairs (especially between the ages of 3 and 16), exact 
determination of ovularity demands the use of multiple 
traits. The criteria generally used, and which combined 
allow an accuracy approaching 100%, are as follows: 
(1) birth membranes (a single chorion is considered to 
indicate uniovular twins, but two chorions and one or two 
placentas may occur in either type of twinning; identifica- 
tion of membranes is often difficult, and caution must be 
observed in accepting superficial descriptions by attend- 
ants at birth): (2) sex; (3) blood groups; (4) palm and 
foot prints (the routine hospital newborn prints are gen- 
erally unsatisfactory ); (5) eye color and pigment pattern 
of iris; (6) color, form, and texture of hair; (7) amount 
and distribution of body down; (8) hair pattern on pha- 
langes; (9) features of ears, nose, lips, and chin; 
(10) skin color and texture; (11) features of fingers and 
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toes; (12) features of dentition; (13) anthropomorphic 
measurements (height, weight, head size, etc.); and 
(14) phenylthiocarbamide taste testing. 

We believe that it would be worthwhile for all physi- 
cians encountering leukemia in members of twins to 
either publish well-documented case reports or make such 
data available to medical groups involved in research on 
this disease. It would be equally impertant to report the 
case, whether one or both twins were affected. To be 
sure, long term follow-up of surviving twins should also 
be carried out. The accumulation of such data would 
help in elucidating possible causal factors, as well as in 
providing risk figures for twins. 


SUMMARY 

There is no evidence at present to show the probability 
of leukemia occurring in one or both members of identical 
twin pairs. Concordance (both affected) may prove to 
be more common in cases of leukemia occurring in in- 
fant twins than in those occurring in older twin children. 
It would be helpful if all cases of childhood leukemia in 
twins were studied for type of twinning and then pub- 
lished, or if such data were made available to centers in- 
volved in leukemia research. 


ADDENDUM 


Since this paper was written, additional data relating 
io leukemia in twins have been published by Guasch.° 


5. Guasch, J.: Heredite des leucémies, Sang 25:384-421, 1954. 


The Insulin Molecule.—Proteins, the keystone of life, are the 
most complex substances known to man, and their chemistry is 
one of the great challenges in modern science. For more than 
a century chemists and biochemists have labored to try to learn 
their composition and solve their labyrinthine structure. In the 
history of protein chemistry the year 1954 will go down as a 
landmark, for last year a group of investigators finally succeeded 
in achieving the first complete description of the structure of 
a protein molecule. The protein is insulin, the pancreatic hor- 
mone which governs sugar metabolism in the body. Having 
learned the architecture of the insulin molecule, biochemists 
can now go on to attempt to synthesize it and to investigate 
the secret of the chemical activity of this vital hormone, so 
important in the treatment of diabetes. Furthermore, the success 
with insulin has paved the way toward unraveling the structure 
of other proteins with the same techniques, and work on some 
of them has already begun. The insulin achievement was due 
largely to the efforts of the English biochemist Frederick Sanger 
and a small group of workers at Cambridge University. Sanger 
had spent 10 years of intensive study on this single molecule. 

. . Insulin is one of the smallest proteins. Yet its formula is 
sufficiently formidable. The molecule of beef insulin (from 
cattle) is made up of 777 atoms, in the proportions 254 carbon, 
377 hydrogen, 65 nitrogen, 75 oxyg.-n and 6 sulfur. Certain 
general features of the organization of a protein molecule have 
been known for a long time, thanks to the pioneering work of 
the German chemist Emil Fischer and others. The atoms form 
building units called amino acids, which in turn are strung to- 
gether in long chains to compose the molecule. Of the 24 amino 
acids, 17 are present in insulin. The total number of amino acid 
units in the molecule is 51. Sanger’s task was not only to dis- 
cover the over-all chain configuration of the insulin molecule 
but also to learn the sequence of all the amino acids in the 
chains. The sequence is crucial—E. O. P. Thompson, The 
Insulin Molecule, Scientific American, May, 1955. 
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COUNCIL ON FOODS 
AND NUTRITION 


At the request of the Council, C. A. Elvehjem and Alfred E. 
Harper of the University of Wisconsin have prepared the follow- 
ing comments on a topic of current nutritional interest. 


EUGENE H. STEVENSON, Acting Secretary. 


IMPORTANCE OF AMINO ACID 
BALANCE IN NUTRITION 


During the early developments in nutrition there was a 
tendency to place certain nutrients in large groups, such as 
carbohydrates, minerals, and B-vitamins, and to deal with them 
in general terms. With progress in medical, and especially in bio- 
chemical, research, however, it has become evident that each 
group consists of special components that in nutrition and in 
the practice of medicine must be considered separately. Similarly 
we are inclined to think of protein as a single dietary component 
rather than as a group of specific compounds, but the time is 
rapidly approaching when it will be necessary to think not so 
much of protein but rather of the individual amino acids sup- 
plied by protein. The necessity for this change in outlook is 
emphasized by observations made in several laboratories during 
the past few years. 

During a study on the effect of amino acids on the deposition 
of liver fat in rats fed low-protein diets containing choline, it 
was noted that supplementation of a low-protein diet, deficient 
primarily in methionine, with this amino acid precipitated a 
threonine deficiency that caused an increase in the deposition of 
liver fat.! 


In other studies with other proteins, supplementation of the 
diet with amino acids that are not primarily limiting has been 
shown to increase the severity of the primary amino acid de- 
ficiency. The addition of tryptophan-deficient proteins to diets 
low in tryptophan increased the requirement for tryptophan °; 
the addition of lysine to a diet low in histidine caused a growth 
depression that was corrected only by the addition of histidine *; 
and supplementation of certain cereal diets, deficient in threonine, 
with valine depressed growth.t These observations are similar 
to the earlier observations that the inclusion of threonine in a 
low-protein diet deficient in niacin caused a severe growth de- 
pression that could be corrected only by supplementing the diet 
with either niacin or its precursor tryptophan.® Subsequently 
other amino acid supplements have been shown to produce 
similar effects.6 The severity of other vitamin deficiencies, such 
as the lack of sufficient pyridoxine * and sufficient vitamin B..,* 
has been made greater by the addition of amino acids to the 
deficient diets. 

Toxic or other deleterious effects in laboratory animals, re- 
sulting from the addition of an excess of individual amino acids 
to diets that may or may not be particularly deficient, have been 
reported from time to time.® Recently it has been shown that 
the addition of an excess of leucine to a diet that was not de- 
ficient in isoleucine depressed growth, and the growth depression 
was overcome only when the amount of isoleucine in the diet 
was increased.!° Although it has been thought that imbalances 
are unlikely to occur with natural foods and foodstuffs, some 
evidence has been obtained that indicates that the level of leucine 
in corn and, in particular, in the corn protein zein, may be 
sufficiently high to increase the requirement for isoleucine. In 
a study with rice diets some preliminary results indicate that the 
balance of amino acids must be very delicate, because the addi- 
tion of even a small amount of leucine to the diet depressed 
growth quite markedly.'! 

Another still different situation has come to light during the 
course of the studies on rice diets. Although a marked growth 
response has been observed in rats fed rice diets supplemented 
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with lysine and threonine,!? the relatively small amounts of 
lysine and threonine that stimulated growth did not prevent the 
accumulation of fat in the livers of young rats fed diets com- 
posed almost entirely of rice.11 A further increase in the level 
of lysine, which reduced the deposition of liver fat to normal, 
caused a growth depression that was corrected only when the 
levels of several of the other essential amino acids in the diet 
were increased. 


These observations, which are just a few among the many 
amino acid interrelationships that have been studied, indicate 
that at least three types of amino acid imbalance may be en- 
countered: 1. When the most limiting amino acid in a diet 
generally poor in protein is increased, a deficiency of the next 
most limiting amino acid may occur, a situation that has its 
parallel in the early studies with the B vitamins; the converse 
of this, the addition of a small amount of the second most limiting 
amino acid, may increase the severity of the deficiency of the 
most limiting amino acid. 2. When an excess of an amino acid, 
which may or may not be limiting, is added to a diet that is 
marginal in certain of the B vitamins, the severity of the vitamin 
deficiency may be increased. 3. In some cases an excess of an 
amino acid may reduce the utilization of another amino acid 
that is provided in normally adequate amounts in the diet to 
such an extent that a deficiency occurs. 

Two other points arising from these studies should also be 
emphasized. One is that what may be considered a satisfactory 
balance of amino acids by one criterion, e. g., growth, may be 
inadequate when judged by another criterion, e. g., the deposition 
of liver fat. The other is that, unlike the B vitamins, which can 
be administered in amounts ranging from hundreds to thousands 
of times the known requirements, the toxic levels of many of 
the amino acids range from 2 to 10 times the requirements, 
depending on the dietary regimen. 

It is evident from a consideration of these facts that a 
thorough investigation of the effect of amino acid supplementa- 
tion will be required before the addition of individual amino 
acids to diets that are deficient in several respects can be con- 
sidered a safe procedure. 


1. Harper, A. E.; Benton, D. A.; Winje, M. E., and Elvehjem, C. A.: 
“Antilipotropic’’ Effect of Methionine in Rats Fed Threonine-Deficient 
Diets Containing Choline, J. Biol. Chem. 209: 159, 1954. 

2. Salmon, W. D.: The Tryptophan Requirement of the Rat as Affected 
by Niacin and Level of Dietary Nitrogen, Arch. Biochem. 51: 30, 1954. 

3. Winje, M. E., and others: Effect of Dietary Amino Acid Balance 
on Fat Deposition in the Livers of Rats Fed Low Protein Diets, J. Nu- 
trition 54: 155, 1954, 

4. Sure, B.: Relative Nutritive Values of Protein in Whole Wheat and 
Whole Rye and Effect of Amino Acid Supplements, J. Agric. Food Chem. 
2: 1108, 1954. 

5. Krehl, W. A.; Henderson, L. M.; de la Huerga, J., and Elvehjem, 
C. A.: Relation of Amino Acid Imbalance to Niacin-Tryptophane De- 
ficiency in Growing Rats, J. Biol. Chem. 166: 531, 1946. 


6. Henderson, L. M.; Koeppe, O. J., and Zimmerman, H. H.: Niacin- 
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Casein Diets, J. Biol. Chem. 201: 697, 1953. 
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8. Hsu, P. T., and Combs, G. F.: Effect of Vitamin By and Amino 
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9. Graham, C. E., and others: Studies on Natural and Racemic Amino 
Acids with Rats, J. Biol. Chem. 185:97, 1950. Russell, W. C.; Taylor, 
M. W., and Hogan, J. M.: Effect of Excess Essential Amino Acids on 
Growth of the White Rat, Arch. Biochem. 39: 249, 1952. Anderson, 
J. O.; Combs, G. F.; Groschke, A. C., and Briggs, G. M.: Effect on 
Chick Growth of Amino Acid Imbalances in Diets Containing Low and 
Adequate Levels of Niacin and Pyridoxine, J. Nutrition 45; 345, 1951. 
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ELECTRONICS IN THE SERVICE OF MEDICINE 


As new electronic devices are developed and old ones 
are improved, it is only natural that many of them should 
find application in the diagnosis and treatment of disease. 
Lusted ' has surveyed this field and reported an im- 
pressive number of medical electronic tools. Many of 
these are to be found only in research institutions and 
large teaching hospitals, but the history of research in- 
struments has always been that if they meet a common 
need they become simplified and applied in the day to day 
practice of medicine. Many physicians can remember 
when the electrocardiograph was in this category. The 
principle of many electronic devices used in diagnosis is 
the amplification of weak electrical impulses in the body. 
Scanning techniques similar to those used in television 
have been adapted for counting blood cells and for the 
detection of cancer cells in smears of exfoliated cells 
stained with a fluorochrome stain. These are being 
further developed. 

The principle of the strain gauge has been adapted to 
the continuous measurement of arterial and venous blood 
pressure, intrauterine pressure, and spinal fluid pressure, 
among others, and the thermocouple and thermistor may 
be used for the continuous measurement of skin tempera- 
ture. In experimental cardiology such devices as the 
vector-cardiograph, the ballistocardiograph, and the 
electrokymograph (an instrument for recording the mo- 
tion of the cardiac border as outlined by the fluoroscope ) 
have been added to various devices for amplifying heart 
sounds and for recording the volume of the blood flow. 
The neurologist also has found many uses for electronic 
devices, including the electroencephalograph, which is 
no longer a novelty. The audiometer is another instru- 
ment that has passed the experimental stage and has 
found wide uses in the quantitative diagnosis of hearing 
loss. Other instruments of use in diagnosis include the 
oximeter, which measures the oxygenation of the arterial 
blood, and the electromagnetic foreign-body localizer, 
which uses the principle of the mine detector. The elec- 
tromyograph, which records the action potentials of 
skeletal muscle, is widely used in research and as an aid in 
the differential diagnosis of neuromuscular diseases. 


1. Lusted, L. B.: Medical Progress: Medical Electronics, New England 
J. Med. 252: 580-585 (April 7) 1955. 

2. Davis, H. G., Jr.: Medical Electronics and Custom Construction, 
Electronics 28: 360-364 (Jan.) 1955. 
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The therapeutic uses of electronic devices are not so 
numerous but are nonetheless important. Cardiac de- 
fibrillators and cardiac electronic pacemakers have 
proved a boon to many patients. The newer hearing aids 
now make use of the tiny transistor, which has virtually 
replaced the vacuum tube in these devices. In addition to 
shortwave and microwave diathermy, we now have ultra- 
sonic diathermy, which, while providing mechanical, 
ultrasonic vibrations for treatment, uses an electronic 
component to drive the piezoelectric crystal producing 
these waves. Many other electronic devices have been 
used in hospital management and in medical teaching. 

It is well to remember, however, that an apparatus, no 
matter how fancy, is no smarter than the technician who 
operates it. Davis * tells of a patient with poliomyelitis 
on whom an electrical stimulator was being used. The 
patient complained that the electrodes were burning 
him, and it was discovered that no one had told the nurse 
to use contact paste on the electrodes and to keep them 
moistened with sodium chloride solution. In another 
hospital a technician was getting unintelligible electro- 
encephalographic tracings. Investigation showed that the 
patient was not properly grounded and that the tracings 
were being strongly interfered with by radio waves from 
a nearby broadcasting station. The physician who orders 
an electronic device is rarely the person who will operate 
it, and, the more control knobs the device has, the less 
the likelihood that the technician will be able to use it 
properly. Above all, electronic devices must be so de- 
signed that they cannot injure the patient in the event that 
something goes wrong. 


ATLANTIC CITY MEETING 


Elsewhere in this issue of THE JOURNAL (page 663) 
is a brief report on the Atlantic City meeting of the Amer- 
ican Medical Association. An abstract of the proceedings 
of the House of Delegates begins in this issue (page 667 ) 
and will be completed in subsequent issues of THE 
JOURNAL. The official proceedings will be  pub- 
lished in a booklet available from the Secretary of 
the Association. Already published is the inaugural ad- 
dress of the President, Elmer Hess (J. A. M. A. 158:443 
[June 11] 1955). During the months to come many of 
the scientific papers will be published in THE JOURNAL 
and the specialty journals of the A. M. A. Also to be pub- 
lished will be some of the exhibits that lend themselves 
to the printed page. It is impossible to publish everything 
that is offered at an A. M. A. meeting, and, even if it were, 
it would be impossible to present with the same meaning- 
ful emphasis the passages that the author, discussant, or 
exhibitor stresses because of their importance. Only at- 
tendance at this postgraduate type of assembly can as- 
sure the practitioner he will see and hear all that could 
be important to him in his practice. However, for those 
who could not be present, THE JOURNAL offers in this 
and succeeding issues some of the proceedings of the 
House of Delegates and some of the scientific papers with 
the hope that the physician absent from the Atlantic City 
meeting will be present at the Boston (November 29 to 
December 2) and the Chicago (June 11-15, 1956) meet- 
ings. On page 678 of this issue is a list of the meetings of 
the A. M. A. for the next several years. 
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DR. DWIGHT H. MURRAY— 
THE PRESIDENT-ELECT 


On June 9 Dr. Dwight Harrison Murray, a general 
practitioner of Napa, Calif., was chosen to be President- 
Elect of the American Medical Association by the House 
of Delegates at the 104th Annual Meeting in Atlantic 
City. Dr. Murray was born in Springfield, Ind., May 16, 
1888. He graduated from the Indiana University School 
of Medicine in 1917 and went into the Navy at once. He 
did postgraduate work at the U. S. Naval Medical School 
and the University of Pennsylvania and in 1920 was 
licensed in California. He has been engaged in medical 
practice with special attention to internal medicine since 
1922 and is chief of the medical staff at Parks Victory 
Memorial Hospital in Napa. He 
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The council of the World Medical Association es- 
tablished official liaison with the International Federation 
of Medical Students Association several years ago and 
recommended that the member national medical associa- 
tion take an active and supporting interest in the medical 
students association in its country. The council agreed 
that the medical students of the country were the poten- 
tial future members of the national medical association 
and therefore should be aided in their understanding of 
the problems of medical practice. In addition the of- 
ficers of the International Federation were advised to 
recommend to the national member associations that 
they establish contact and work in close harmony with 
the national medical association. The International Fed- 
eration of Medical Students Association is composed of 

representatives of a number of 


has served as a member of the 
house of delegates of the Cali- 
fornia Medical Association 
since 1938, and since 1940 he 
has been chairman of its com- 
mittee on public policy and 
legislation. In 1944 and 1945 
he was a delegate from the Cal- 
ifornia Medical Association to 
the American Medical Asso- 
ciation House of Delegates. 
He has been a member of 
the American Medical Associ- 
ation Board of Trustees since 
1945, and became Vice-Chair- 
man in June, 1950, and Chair- 
man in June, 1951. He also 
was Chairman of the Board’s 
Committee on Legislation from 
January, 1950, to December, 
1951. His achievement of this 
latest honor is a tribute to the 
loyal support he has always 
given American medicine. 


INTERNATIONAL MED- 
ICAL STUDENTS 
ORGANIZATION 


Members of the American Medical Association are 
familiar with the sincere and effective support being given 
by medical students in the United States to the Student 
American Medical Association. The growth of this or- 
ganization and the leadership provided by the medical 
students elected to its offices have been a source of favor- 
able commendation since its inception. It has brought 
credit to its members and to their older colleagues, the 
practicing doctors. 

As is true for most active groups of people, medical 
students in several parts of the world felt the need for 
an international exchange of information of particular 
interest to these future doctors. One such international 
group has been recognized by the World Medical Asso- 
ciation. Another now in existence is more of interest to 
those with communistic inclinations. Unfortunately, one 
is confused with the other. 


Dwicur H. Murray, M.D. 
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medical students’ associations 
in Europe. It is particularly in- 
terested in problems of student 
exchange, student health pro- 
grams, and medical education. 
It is a nonpolitical group and 
entirely independent of any 
other organization. 

The other student organiza- 
tion is known as the Interna- 
tional Union of Students. It has 
a secretariat in Prague and ap- 
pears to be government-spon- 
sored and has been said to be 
purely communistic in nature. 
It has recently begun the publi- 
cation of a bulletin known as 
Medical Student, which is being 
sent to strategic outlets such as 
university libraries, student as- 
sociations, and university hos- 
pitals. As Dr. Louis H. Bauer, 
secretary general of the World 
Medical Association, has said, 
it would seem to be in the best 
interest of any national medical 
association to give understand- 
ing cooperation to the medical 
students’ association within 
that country. Such guidance and understanding would do 
much to prevent unfortunate international affiliations by 
the students’ organization. 

The International Union of Students has announced 
and is publicizing a meeting in Warsaw, July 31 to 
August 14, 1955, and another meeting in Berlin in July. 
A poster has been seen in which there is portrayed an 
American flag entwined with several others. Next to the 
American flag is the Soviet Union flag. Medical students 
should beware of the background of the International 
Union of Students. It seems to be unquestionably com- 
munist-dominated. The only international students’ as- 
sociation with which the World Medical Association has 
affiliation is the International Federation of Medical Stu- 
dents Association, which has its headquarters in Copen- 
hagen, Denmark. 
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J.A.M.A., June 25, 1955 


THE PRESIDENT’S PAGE 


A MONTHLY MESSAGE 


For the past few days I have been in San Antonio, 
Texas, basking in the warm sunshine with plenty of time 
to relax and reflect upon the things that went on at our 
Annual Meeting in Atlantic City. I came to San Antonio 
to address the International Conference of Health and 
Accident Underwriters and to meet with members of the 
Bexar County Medical Society. The people here have 
been very kind to Mrs. Hess and myself and have allowed 
us ample time for rest after the strenuous experience of 
the previous week. The pleasant weather has been in 
marked contrast to the blustery rain we had in Atlantic 
City. Nevertheless, I look back upon our annual session 
with a warm glow of satisfaction and a deep sense of pride 
—pride in the way the members of our Association par- 
ticipated in our scientific sessions and the affairs of the 
House of Delegates. The sense of personal 


were turned away after the hall’s capacity was reached. 
They came to hear American medicine rededicate itself to 
the principles of humanitarian service and spiritual teach- 
ing and not just to watch a new president installed. I was 
very much impressed by the address of Norman Vincent 
Peale, in which he said we have very little to be ashamed 
of in our profession and much reason to be proud of the 
fact that we are physicians. I was especially pleased by 
the fact that our “Proclamation of Faith” was carried 
to the American people over the radio network facilities 
of the American Broadcasting Company. I understand 
there have been many favorable comments received from 
all over the country. 

No matter how much the American medical profession 
has done in the past, it must continue to march forward. 


satisfaction and pleasure comes from the 
many kindnesses that were accorded Mrs. 
Hess and myself by the individual physi- 
cians and their wives and the various state 
delegations. 

Amoag the events in Atlantic City that 
I recall most vividly is the manner in which 
the osteopathic question was handled by 
the House of Delegates. After the refer- 
ence committee spent several hours in hear- 
ing scores of physicians from all over the 
country, a majority report was prepared in 
which it was admitted that osteopathic 
schools currently offer a few hours of in- 
struction devoted to the cultist theory of Still. Neverthe- 
less, the majority of the committee asked that ethical phy- 
sicians be permitted to teach in osteopathic schools, since 
the greatest portion of their courses is devoted to the 
actual teaching of medicine and surgery. The majority 
reasoned that such permission would raise the caliber of 
the schools and the caliber of the men graduating there- 
from. 

But one man on the committee he!d to a contrary opin- 
ion and was granted permission to present a minority 
report to the House. He concluded his remarks with the 
simple question: “How can we say that a school teaching 
a little cultism isn’t a cultist school?” Strong men on both 
sides of the controversy espoused their causes with much 
eloquence. After an extensive and heated debate on the 
floor of the House a vote was taken. The minority report 
was adopted. If ever ther2 was a demonstration of demo- 
cratic processes at work, this was it. 

I thought another highlight of the meeting was the pro- 
gram that was presented on Tuesday evening, June 7, at 
Convention Hall. Over 5,000 physicians and their guests 
jammed the vast auditorium. Another 1,000 or more, 


I am confident that we will do so just as [ 
am confident that the A. M. A. will always 
represent the grass roots of medical prac- 
tice. No member of our Association can 
help but be proud of the forum that we 
present twice a year for the exchange of 
ideas on improvement of the public health. 

In Atlantic City we demonstrated to the 
public that we do have a heart and that we 
do believe in the basic philosophy of the 
A. M. A.—selfless dedication to mankind 
and a never-ending effort to improve the 
quality of medical care, which is already 
the finest that can be found anywhere in the 
world. It is up to us now, in our everyday 
contacts with our patients and associates, to fulfill that 
which we proclaimed at Atlantic City. 

The presidency of the A. M. A. is not a one-man job. 
The office itself is only the symbol for the more than 
153,000 members of the Association. No individual who 
assumes its many responsibilities can speak for himself. 
His voice automatically becomes the collective voice of 
153,000 physicians. The A. M. A. policies that he ex- 
pounds are the policies that you, the individual physician, 
establish through the House of Delegates. Without your 
support and cooperation, the officers and trustees of the 
A. M. A. can accomplish very little, if anything. 

Throughout the coming year I will lean heavily on your 
ideas and suggestions. As your President-Elect, I learned 
there was much to be gained through conversations in the 
field. During the year ahead, I am looking forward to 
meeting many more of you and profiting from the ex- 
periences peculiar to your communities. I hope I can 
serve you half as well as did my predecessors, who gave 
so much of themselves in bringing to the public the story 
of American medicine’s positive program. 


ELMER Hess, M.D., Erie, Pa. 
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ORGANIZATION SECTION 


ABSTRACT OF MINUTES OF WORLD 
MEDICAL ASSOCIATION COUNCIL SESSION 


The council of the World Medical Association held its 23rd 
session at the headquarters of the Irish Medical Association in 
Dublin, Ireland, March 28 to April 3, 1955. All members of 
the council were present except Dr. J. A. Bustamante (Cuba), 
Dr. L. R. Mallen (Australia), and the executive editor of the 
journal, Dr. Austin Smith (U. S. A.). Dr. Dag Knutson (Sweden), 
chairman of the council, presided over the meetings. The purpose 
of this council session was to prepare the materials for the forth- 
coming general assembly; to advance the various activities of 
the association; and to act upon any items that cannot be held 
over for consideration of the general assembly. Various subjects 
were considered. Those on which definite action were taken are 
listed below. 


General Assembly Resolution to WHO 


The eighth general assembly had sent a resolution to the 
World Health Organization requesting that it encourage each 
member government to include among its delegates to the World 
Health Assembly a representative of the organized medical pro- 
fession of the country. The council was informed that the WHO 
executive board had received this resolution and had decided 
that the action requested by the World Medical Association 
general assembly was constitutionally impossible and that the 
national member associations of the W. M. A. should be en- 
couraged to approach their governments on this subject. 

The council transmitted to the World Health Organization a 
resolution noting “with regret that WHO feels powerless to 
carry out the W. M. A. recommendation that the organized 
medical profession of its member states be represented in the 
delegations to WHO Assemblies”; noting “that WHO cannot 
function satisfactorily without the close cooperation of the 
medical profession”; noting “that the unfriendly attitude of some 
governments toward the medical profession would make the 
suggestion of WHO that National Medical Associations bring 
the views of W. M. A. to the attention of governments in- 
effective in these countries.” 


Cooperation with International Organizations 


Reports from W. M. A. liaison officers or observers to various 
international organizational meetings were heard. These _ in- 
cluded: 

V Session of Western Pacific WHO Regional Committee 

Dr. Sixto Maceda, Jr., Secretary, Philippine Medical Association 

International Federation of Medical Students Association 

Dr. V. A. Fenger, Secretary, Danish Medical Association 


International Congress on Military Medicine and Pharmacy 
Dr. P. Glorieux (Belgium) 


International Confederation for Intellectual Workers 
Dr. P. Cibrie (France) 


International Congress of Chest Physicians 
Dr. Lorenzo Garcia-Tornel (Spain) 


The following W. M. A. observers were named: 
Eighth World Health Assembly—Dr. A. Mantellos (Greece) 
International Dental Federation—Dr. V. A. Fenger (Denmark) 


International Association of Universities—to be named by the Turkish 
Medical Association 


Occupational Health Services 


Dr. Carl M. Peterson (U. S. A.) was named chairman of the 
International Committee on Occupational Health Services. The 
terms of office for the committee were established at three years. 
Dr. J. A. L. Vaughan Jones of the United Kingdom was named 
as a new member to the committee. The title of the section 
previously designated as “Preventive and Emergency Medical 
Care” was amended to “Medical Emergencies.” 


Central Repository for Medical Credentials 


The Royal Netherlands Medical Association had named a 
committee to study the establishment of a central repository for 
medical credentials and to report its findings and recommenda- 
tions to the council. Prof. L. A. Hulst (Netherlands) reported 
that the committee found a need for such a central repository. 
It suggested that the World Medical Association establish a 
repository on a limited voluntary scale; medical credentials duly 
validated being received by the national medical association in 
each country and forwarded by it to the central repository. The 
cost of this service would be charged to those doctors who 
wished to have their records in the repository. Investigation as 
to the feasibility of WHO or the International Committee of the 
Red Cross cooperating in this project has not proved encour- 
aging. Therefore, the council is now studying financial problems 
of the plan and will make its recommendations to the general 
assembly. 


Applications for Membership 


The application of the Vatican Medical Association, a volun- 
tary medical organization with 22 members in a state having 
22 doctors, was received. The council discussed the eligibility of 
the Saarland Medical Association for membership and decided 
that it is eligible, as it qualified under the article that states “any 
other national or territorial medical association which is fully 
representative of the medical profession in its country or ter- 
ritory or of the members of the medical profession of a recog- 
nized ethnic group in its country or territory” is eligible for 
membership. 


Regional Secretaries Reports 


Dr. Hector Rodriguez, secretary for Latin America, was un- 
able to attend the council session but submitted a comprehensive 
report on conditions in his area. His report stressed the serious- 
ness of government-imposed medical social security throughout 
the Latin American countries. These programs make no pro- 
vision for the medical profession to act on the planning and 
governing councils of these security plans and are affecting 
adversely the standards of medical care, medical ethics, and 
medical education. Because of government restrictions certain 
medical associations in Latin America are not organized to 
defend the rights of medicine and the profession; in other coun- 
tries the national association is relatively new and for both 
financial and organizational reasons is unable to cope with the 
situation. Dr. Rodriguez recommended that the council and 
general assembly give special attention to the various problems 
faced by the Latin American members, with a view toward 
aiding these associations. 

Dr. S. C. Sen, secretary for Asia, reported that he had visited 
the South Lebanon Medical Association at Beirut. Attempts are 
now being made to unite the north and south Lebanon medical 
associations into a single national group. The southern associ- 
ation is interested in becoming a member of the World Medical 
Association as soon as this is feasible. 


Constitutional Amendments 


The council will recommend to the ninth general assembly 
that the constitution and bylaws be amended to provide that the 
president of the association, who normally presides over the 
business of the general assembly, if he so desires, may appoint 
a presiding officer to preside over the business transactions. Such 
an appointment shall be made, after consultation with the coun- 
cil, from araong those who have served as an officer, a member 
of council, a council committee member, or a delegate to at 
least three general assemblies and who are experienced in parlia- 
mentary procedure. Such appointment would be subject to con- 
firmation by the general assembly. 
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The eighth general assembly amended the constitution and 
bylaws to provide that member associations whose subscription 
for the current year were not paid by the time of the convening 
of the general assembly would not be considered in good stand- 
ing and their delegates would be deprived of voting privileges 
at that general assembly. As this bylaw becomes effective at the 
September meeting of the assembly, the council discussed its 
implementation and ruled that any new association admitted to 
membership at the assembly would be required to pay one- 
quarter of the annual subscription rate at the time it became a 
member, in order that the intent of this bylaw be applied equally 
to the delegates of all member associations. 


Reports of Liaison Officers 

Dr. Jean Maystre (Switzerland), official liaison officer to WHO, 
ILO, ISSA, ICRC, LRCS, etc., in Geneva, presented progress 
reports on activities of these international organizations of in- 
terest to the medical profession. Dr. E. Kohn, WHO observer 
to the council, discussed some of the special projects and prob- 
lems now under consideration by WHO. 

Dr. P. Cibrie (France), liaison officer to UNESCO and 
CIOMS, stressed the importance of a study on human cell de- 
velopment being carried on by UNESCO in cooperation with 
WHO. This study might result in marked advances in cancer 
research and should be given close observation. 

Dr. P. Glorieux (Belgium), liaison officer to the International 
Committee on Military Medicine and Pharmacy, called the at- 
tention of the council to the urgent need to develop a program 
for civilian and military personnel in the eventuality of war. 
Such a plan must be implemented during peace time. It must 
mobilize all medical personnel within each country and must 
cooperate internationally with WHO and the ICRC. The plan- 
ning of such a program should begin with the national medical 
associations; govern both civilian and military personnel; and 
gain the cooperation of governments and nongovernmental or- 
ganizations. A resolution and draft plan on this project will be 
presented to the ninth general assembly. 


Medical Journalism 

The medical journalism meeting in connection with the ninth 
general assembly will have as its presiding officer Prof. Dr. 
Leopold Arzt (Austria), university professor and editor of 
Wiener klinische Wochenschrift. Dr. Hugh Clegg, editor of the 
British Medical Journal, is secretary. The discussion will center 
around current problems of medical journalism in Austria and 
Germany, with papers on specific aspects of this subject being 
read by leading medical editors from those countries. The Inter- 
national Union of the Medical Press has agreed to cooperate 
with W. M. A. in the establishment of an international committee 
on medical documentation. The basis for the joint program was 
established at the eighth general assembly and will be carried 
forward at the journalism meeting in September and the L1UMP 
meeting in October. 


Medical Education 

The commitiee on medical education continued its plans to 
hold the second World Conference on Medical Education in the 
United States, probably in Chicago, in August, 1959. Member 
associations have been requested to send the reports on their 
studies of the Proceedings of the First World Conference to the 
committee for consideration in the plans for the second confer- 
ence. The World Health Organization and the International 
Association of Universities have been invited to cooperate in 
sponsoring the second conference. 

The editor of the World Medical Journal and editors of all 
national association journals are requested to publish short ac- 
counts of the study methods of the proceedings or informative 
articles on the status of medical education in various countries. 
Dr. S. C. Sen and Sir A. L. Mudaliar, both of India, were 
designated as the official observers from the W. M. A. to the 
forthcoming All India Conference on Medical Education, which 
is being sponsored jointly by the Indian government, WHO, and 
the Rockefeller Foundation. In addition to planning for the 
second World Conference on Medical Education, the medical 
education committee has been asked to give consideration to 
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(1) military medicine as a specialty; (2) implementation of an 
educational exchange program for doctors of the world; and 
(3) undergraduate teaching of industrial medicine. 


Medical Ethics 


The council considered the directive from the general assembly 
to reconsider whether or not the International Code of Medical 
Ethics required an additional chapter entitled “Duties of the 
Doctor to Society.” The entire council agreed that doctors have 
duties to society and that every doctor who abides by a code 
of medical ethics fulfills these duties. The members of council 
who advocated the addition of a chapter or words that recog- 
nized the duties of doctors to society repeatedly pointed out that 
while all doctors who abided by a code of ethics also recognized 
and carried on their duties to society, certain lay groups criticize 
the medical profession in general and the World Medical Associ- 
ation in particular because the International Code does not 
specify duties of doctors to society and therefore apparently 
these groups assume that the doctors do not recognize these 
duties. 

The discussion was prolonged and detailed. It eventually be- 
came evident that the English text and the French text of the 
International Code of Medical Ethics as adopted by the W. M. A. 
are not equivalent in meaning. The council established that the 
original draft of the code as presented to and approved by the 
general assembly was in English. The council directed that ac- 
curate translations be obtained of the current English text into 
French and the current French text into English, and that with 
accurate translations of these two apparently different codes the 
committee on medical ethics reconsider the need for the addi- 
tional chapter. 

During the discussion at the eighth general assembly of the 
ISSA resolution on medical secrecy, which was disapproved by 
the delegates as being a violation of medical secrecy, several 
speakers suggested that W. M. A. might consider adopting some 
basic principles on this subject. The committee on medical ethics 
studied this proposition. Its report to the council suggested that 
no additional principles were needed, as both the International 
Code of Medical Ethics and the Declaration of Geneva clearly 
indicated the role of the doctor in observing medical secrecy. 


Social Security 


The committee on social security recommended that the topic 
for discussion at the forthcoming general assembly be “A 
Realistic Approach to the Economic and Political Aspects of 
Social Security.” The committee recommended this topic as a 
timely and basic one. It had reviewed the social security dis- 
cussions from previous assemblies and had come to the con- 
clusion that while the outlining of the social security system 
and its operation in each country, as reported by the various 
delegates, had been interesting, it had proved too wide a scope 
and had not provided concrete examples and solutions of the 
various problems. It, therefore, suggested that the discussion of 
social security at the next general assembly be limited to the 
increasing costs of medical services, medicaments and hospitaliza- 
tion, and the increasing social security cash benefits. It felt that 
this discussion would help demonstrate that political promises 
cost the people money and that the failure of these promises 
to materialize cannot be considered the fault of the medical 
profession. 

As the economic problem and its solution are basic in all 
dealing with social security groups, the committee also recom- 
mended that the member associations of two to four comparable 
countries jointly establish a center for the purpose of studying 
the social-economic conditions of social insurance in that area. 
A council coordinating committee was established to assist the 
studies in these centers and the Stockholm Social Security 
Center was directed to cooperate in this undertaking. 

The social security committee presented a detailed plan for 
a meeting with ISSA representatives. The subject under con- 
sideration of this joint group is a clarification of the intent of 
the 15 Conclusions on Relations Between Social Security In- 
stitutions and the Medica! Profession as adopted by ISSA. The 
committee has invited the ISSA representatives to meet with it 
in Vienna just prior to the convening of the next council session. 
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International Liaison 


The international liaison committee presented a progress 
report on its study of the problem for providing protection for 
the civilian doctors in time of war. The program, as envisioned 
by this committee, requires that an emblem that can be recog- 
nized in all countries of the world as symbolic of the doctor be 
adopted. After this emblem has been selected and recognized 
by the medical profession, judicial protection of the emblem 
must be established first on the national level, and then inter- 
national cooperation of other international organizations is 
essential. The committee recommended that the W. M. A. con- 
tinue its close liaison with other international groups dealing 
directly or indirectly with medical problems. 


Professional Relations with Daily Press 


The council directed that a survey be undertaken of the pro- 
grams carried on by the member associations in their relations 
with the daily press. It is hoped that from this survey certain 
basic principles will evolve that can be used in providing or 
improving a program of medical profession and daily press 
relationships. In connection with this the council also discussed 
ways of improving the daily press coverage of meetings of the 
World Medical Association through the efforts of the host 
association and the daily press as a means of increasing knowl- 
edge of the activities of the W. M. A. among both the pro- 
fession and the laity. 


Miscellaneous Considerations 


Due to the fact that WHO is now undertaking studies in the 
field of traffic accidents, the survey started several years ago by 
the W. M. A. was discontinued. A progress report was received 
on the resolution of the general assembly directing a study of 
the doctors responsibility toward world overpopulation problems. 
A “Health Report,” prepared by the International Council of 
Nurses for use in its educational exchange program, was re- 
viewed. The ICN had requested the W. M. A. to comment upon 
this form, and the council transmitted its suggestions to the ICN 
secretariat. The survey on retirement pensions for doctors was 
reviewed, and it was recommended that this study continue. 


Doctors Exchange Program 


The Medical Federation of Ecuador had transmitted a reso- 
lution for adoption by the ninth general assembly requesting 
cooperation and implementation on a world-wide basis of edu- 
cational exchange positions for doctors. The council considered 
that implementation of this resolution involved both placement 
and financial aspects. The resolution was approved by the coun- 
cil in principle and the medical education committee was in- 
structed to study and make recommendations for its implementa- 
tion. 


Death of Fleming 


The council noted with regret the death of Sir Alexander 
Fleming during the interim since its last meeting and extended 
to his widow the sympathy of the World Medical Association. 
Consideration was given to the W. M. A. participating in a 
suitable memorial to Sir Alexander, and a small committee was 
named to explore the possibilities in this field. 


Conditions of Medical Practice in Ireland 


Dr. P. J. Delaney, secretary of the Llrish Medical Association, 
and Dr. P. Moran, chairman of the IMA council, appeared be- 
fore the council to discuss the problems and conditions of 
medical practice in Ireland. A statement prepared by Dr. 
Delaney on this subject combined with answers to questions ot 
the council will be published in the World Medical Journal. 


Social Events 


While in Dublin the council was tendered a reception and 
buffet supper by the Irish Medical Association; was received by 
the Minister of Health, the Lord Mayor of Dublin, leaders of 
Parliament; the Royal College of Surgeons; Messrs. Paines and 
Byrne; and Dr. John Dunn. On Sunday afternoon the Irish 
Medical Association took the council members on a motor tour 
through County Wicklow. 
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STATEMENT OF DR. WALTER B. MARTIN ON 
H. R. 6057 BEFORE SENATE COMMITTEE 
ON ARMED SERVICES 


My name is Dr. Walter B. Martin. I am from Norfolk, Vir- 
ginia, where I am engaged in the active practice of medicine. 
I am immediate past-president of the American Medical Asso- 
ciation and am appearing today with Dr. Reuben B. Chrisman 
Jr., a member of our Committee on Legislation. 

With the permission of the Committee, I would like to outline 
briefly our position on this bill and then call on Dr. Chrisman 
to develop in greater detail our reasons for adopting this position. 

We oppose further extension of the Doctor Draft. We believe 
that it has served its purpose. The Korean conflict in June, 1950, 
precipitated the immediate need for large numbers of physicians 
in the military to provide medical care for a temporarily in- 
creased number of service personnel. It was for this reason, and 
to avoid the inequity of a large scale recall of medical officers 
who had served long and arduously in World War II, that the 
Association supported a Doctor Draft Law, in spite of its dis- 
criminatory character. 

The partial mobilization of 1950 is now over. The Armed 
Forces are decreasing in size. Perpetuation of the Doctor Draft 
past June 30th cannot be justified except as a mechanism for 
replacing career medical officers who are resigning in alarming 
numbers. The provision of an adequate career medical officer 
procurement program for the Armed Forces is the problem 
that must be solved today. Continuation of the Doctor Draft 
will not solve this problem, but it has apparently become easier 
to postpone a solution by convincing Congress every two years 
that the law should be extended than to solve the basic problem 
involved. 

Furthermore, a careful examination of the testimony on this 
bill before the House Committee on Armed Services, including 
the testimony of Department of Defense witnesses, clearly indi- 
cates that the legitimate requirements of the Armed Forces can 
be met without resorting to a Special draft of older physicians. 

The Association is concerned with the continual increase of 
dependent medical care. A review of the report of the Medical 
Service Task Force of the Hoover Commission will indicate the 
enormous increase in medical care given to dependents in recent 
years. For example, in 1948 some 42,000 babies were born in 
military hospitals in the United States while in 1953 the number 
was over 145,000. We do not consider it fair or proper to draft 
civilian physicians and then require them to devote a large per 
cent of their time and services while in uniform to the care of 
civilian dependents and civilian employees of the federal gov- 
ernment, largely in areas where the services of qualified civilian 
physicians can be readily obtained. There are nearly 3,000,000 
such dependents and over 1,000,000 civilian employees, who, 
under current law, are entitled to receive all or part of their 
medical care from the Armed Forces. 

We believe that the Congress should make the decision as to 
whether the provision of medical care for dependents of service 
personnel is proper and, if so, to what degree, by whom, and 
under what conditions such care should be provided. The extent 
of the dependent medical care program is reflected directly in 
the medical manpower requirements of the Armed Forces. 

The Association would like to take this opportunity to suggest 
again that a joint Military-Civilian Advisory Committee be estab- 
lished for the purpose of planning an effective career medical 
officer procurement program for the Armed Forces. As an im- 
portant part of such a program the Association recommends 
that the $100 per month equalization pay currently payable to 
physicians and dentists in the Armed Forces be continued to 
avoid an increase in the already disturbing resignation rate, until 
a realistic career program can be developed and implemented. 
We urge the early enactment of this portion of H. R. 6057. 

There should also be increased utilization of civilian contract 
physicians in performing the medical duties of the Armed Serv- 
ices. Although this suggestion has been successfully tried out on 
a limited basis, there is need for considerable expansion of such 
a plan throughout the three services. : 

In conclusion, may I say that the American Medical Asso- 
ciation during its more than 100 years of existence has taken 
a keen and active interest in the provision of the highest type 
medical care for the Armed Forces and during the past nine 
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years has had a council or committee of the Board of Trustees 
actively interested in this program in its broadest aspects. The 
physicians of this country have continually demonstrated a de- 
sire to contribute their services in peace time as well as in time 
of national emergency. 


STATEMENT OF DR. REUBEN B. CHRISMAN JR. 
ON H. R. 6057 BEFORE SENATE COMMITTEE 
ON ARMED SERVICES 


I am Dr. Reuben B. Chrisman Jr., of Miami, Florida, where 
I am engaged in the active practice of medicine. I am a mem- 
ber of the Committee on Military Medical Affairs of the Council 
on National Defense and of the Committee on Legislation of 
the American Medical Association. I am also a member of its 
House of Delegates from Florida. I left that body in session 
in Atlantic City to appear before your Committee today. 

H. R. 6057 is of great significance. I am sure you realize that 
an unnecessary extension of the Doctor Draft is repugnant to 
the medical profession and to our Association. 

The American Medical Association is not alone in its belief 
that the extension of the law is not required. The Health Re- 
sources Advisory Committee of the Office of Defense Mobili- 
zation reached the same conclusion in its report of January, 
1955, where it stated: “If mobilization continues at presently 
announced levels, it will be possible to maintain the present phy- 
sician staffing ratios of the Armed Forces with the new graduates 
of medical schools who are liable for service under this basic 
draft law.” 

The Task Force on Federal Medical Services of the Second 
Hoover Commission on Organization of the Executive Branch 
of the Government in its report presented to the Congress on 
February 19, 1955, also recommended, among other things, that 
the “Doctor-Draft Law” not be extended or reenacted. The Task 
Force expressed the belief that the legislation is unfair in prin- 
ciple and has in the past been abused in administration. 

The “Docter-Draft Law” discriminates against physicians, and 
other special registrants, by singling them out from the entire 
body of citizenry and subjecting them to special and double lia- 
bility for military service. No one else is subject to Selective 
Service liability after he has attained the age of 26 (age 35 if 
deferred to continue or complete medical education). Physicians, 
however, may be inducted by virtue of the “Doctor-Draft Law” 
until the age of 51. 

The registrant under the basic Selective Service Act may be 
deferred from military service if he has a child conceived or born 
prior to Aug. 25, 1953. However, physicians with children born 
prior to this date are inducted. Under the basic Seiective Service 
Act, veterans who serve honorably on active duty for more than 
90 days between Dec. 7, 1941, and Sept. 2, 1945, are deferred; 
however, if they are physicians or other special registrants, this 
provision of the law is not applicable. Many physicians with 
service in excess of 90 days were classified under priority II 
under the “Doctor-Draft Law” and have since been recalled to 
active military service. Many served in wartime for 10 or 11 
months and were subsequently discharged at the convenience of 
the Government. They are now required to serve an additional 
21-month tour of active duty. A much larger group of physicians 
with extended periods of active military service have been forced 
to register and are now classified under priority IV of the law. 
They have thus been rendered potentially liable for an additional 
tour of military duty. 

The Association is now firmly convinced that this law should 
not be extended beyond June 30, 1955. We have had an oppor- 
tunity to examine the printed hearings held by the House Com- 
mittee on Armed Services. The more we study the figures cited 
to justify the extension of the law, the more we are convinced 
that the law should not be continued. 

The Secretary of Defense announced early this year a reduc- 
tion in planned military strength to approximately 2,900,000. 
At the direction of the Secretary of Defense, and in connection 
with a recommendation of the Health Resources Advisory Com- 
mittee of the Office of Defense Mobilization, the authorized 
physician ratio is 3 per 1,000 troops. It would seem, therefore, 
that the maximum physician strength, within the present authori- 
zation, for the projected troop strength, would not exceed 8,700. 

In the hearings before the House Committee on Armed Serv- 
ices, the total physician strength is shown to be 10,360 as of 
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March 31, 1955. The estimated losses during the next two fiscal 
years are shown to be 7,424. Physicians remaining on duty, 
according to these Department of Defense figures, will total 
2,936. Thus the total physician requirement necessary to bring 
the physician strength up to the maximum number authorized 
(8,700) is only 5,764, the difference between that authorization 
and 2,936, the number which the Department of Defense esti- 
mates will remain on duty. 

Using these figures, the Department of Defense claims a re- 
quirement of 6,926 replacement physicians. This is higher by 
1,162 physicians than any figure which can be justified. To 
further bolster their demand for older physicians, the Military 
have included for the Public Health Service an additional 845 
physicians. The U. S. Public Health Service, though a valued 
and important health service, is not now a part of the Armed 
Forces. In our opinion, the constitutional power of Congress 
does not extend to the staffing of a civilian agency through a 
draft. We do not believe it was the intention of Congress to do 
so and we are at a loss to understand upon what basis this figure 
was introduced by the Department of Defense. 

The Selective Service System presented no estimates in the 
House hearings of the number of regular registrants who will 
be vulnerable and available during the next two years. The De- 
partment of Defense presented conflicting figures. Its estimate in 
the written report to the Committee was 6,200 and in General 
Armstrong’s testimony 6,600. We are advised by the Health 
Resources Advisory Committee of the Office of Defense Mobili- 
zation that the correct figure is 7,000. That figure is based upon 
a name by name check conducted in cooperation with the Selec- 
tive Service System. Regardless of which of these figures is used, 
the number of available regular registrants exceeds the 5,764 
which will be required to maintain authorized physician strength. 
There is a striking variation between the surplus which is shown 
by these figures and the shortage of 1,150 reported by the De- 
partment of Defense. We feel that these figures require a full 
explanation. 

Further we believe that Congress has an obligation to explore 
alternative means of providing military physicians. Despite our 
suggestions since the deterioration of the career medical service 
became apparent in 1952, the Department of Defense has failed 
to effectively devise alternative measures. We believe that the 
following questions demand answers: 

What efforts have been made by the Department of Defense 
to determine the nature of inducements necessary to attract and 
retain qualified older physicians and specialists in military serv- 
ice on a voluntary basis in the face of the opportunities afforded 
by civilian practice? What efforts have been made by the De- 
partment of Defense to obtain the services of civilian physicians 
in those areas where they are available? What efforts have been 
made by the Department of Defense to obtain the services of 
contract physicians for service in areas where qualified civilian 
physicians are not readily available? If remuneration is a de- 
terring factor in such cases, what efforts have been made to 
provide salary or fee schedules which will be sufficiently attrac- 
tive to compete with the civilian demand for physicians’ serv- 
ices? What efforts have been made to provide medical care for 
civilian employees and civilian dependents by other than drafted 
physicians? If more than token efforts along these lines have 
been made, the American Medical Association is unaware of 
them. We believe that your Committee has a responsibility to 
explore these possibilities and exhaust all reasonable approaches 
to the basic medical manpower problem—the rapid disintegra- 
tion of the career medical services—before again approving so 
drastic and discriminatory a measure as the special draft of older 
physicians. 

There is ample time to do so. Because of the cycle effect of 
the Doctor Draft, in which the heavy intake of physicians occurs 
in alternate years, it is agreed by all that there is no problem 
in providing adequate military medical service in the fiscal year 
1956. There is an ample number of qualified and available 
regular registrants to meet replacement requirements, and the 
older physicians and specialists now serving, for the most part, 
will not be released for another year. The problem, if there is 
one, arises in Fiscal Year 1957. Thus, there is a full year to 
develop and to implement a fair and realistic program to solve 
the basic problem. 
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We recommend, therefore, that Congress enact an amend- 
ment to the basic draft law which will permit the selection of 
physicians for military service from among regular registrants. 
If it is felt that inactivation of the Doctor Draft machinery 
within the Selective Service System is unwise, we recommend 
that the law be extended on a stand-by basis, only by providing 
that no special registrant who is not also a regular registrant 
may be called for induction until the supply of qualified regis- 
trants has been exhausted, or until a state of emergency has 
been declared by the Congress subsequent to July 1, 1955. We 
urge that special efforts be made to reconstruct the career medi- 
cal services of the Armed Forces, by discovering and removing 
the basic causes for the high rate of resignation of career officers 
and the reluctance of reserve officers to remain on active duty 
for periods in excess of their obligated service. As an interim 
measure, we support the extension of the law providing for $100 
per month special! pay for physicians and other special regis- 
trants, in order that an added impetus will not be given to the 
rate of physician losses while the new program is being de- 
veloped. Further, we recommend the earnest exploration of the 
many possibilities for the use of civilian or contract physicians 
in areas or duties where it is not essential that the attending 
physician be in uniform. Finally, we pledge the wholehearted 
cooperation of the American Medical Association in an effort 
to solve, on a permanent and reasonable basis, the medical man- 
power problems of the Armed Forces. 


SELECTED ACTIONS OF HOUSE OF DELEGATES 
AT ATLANTIC CITY MEETING 


Elsewhere in this issue of THE JouRNAL is published the first 
installment of the proceedings of the House of Delegates. Since 
the proceedings will be spread over several issues, the following 
summary of some of the actions taken by the House of Dele- 
gates is offered for the readers of THE JoURNAL. 


More than 70 resolutions were presented to the House of 
Delegates by state medical associations and individual members 
of the House. About a score of reports from the Board of 
Trustees and special committees and councils also were received 
by the House. All of them were referred to reference commit- 
tees for study and report to the House with recommendations. 
The recommendations were, of course, subject to acceptance, 
rejection, or modification by the House, and in several instances 
lively discussion preceded voting. The topics studied ranged from 
civil defense to the Hoover commission report and embraced 
topics such as osteopathy, optometry, rehabilitation, poliomy- 
elitis vaccine, National Blood Foundation, tax deferment for self- 
employed, dispensing drugs and glasses, accreditation of hospitals, 
and advertising in THE JOURNAL. 


Osteopathy 


The Reference Committee on Medical Education and Hos- 
pitals submitted two reports, a majority and a minority report, 
after considering the recommendations of the Committee for 
the Study of Relations Between Osteopathy and Medicine. The 
minority report, which was adopted by the House of Delegates, 
read in part: 


One member of the reference committee was completely satisfied that 
an appreciable portion of current education in colleges of osteopathy 
definitely does constitute the teaching of “cultist’” healing, and is an 
index that the “osteopathic concept” still persists in current osteopathic 
practice. Since he cannot with good conscience approve the recommenda- 
tion that doctors of medicine teach in osteopathic colleges where “‘cultism” 
is part of the curriculum, he respectfully makes the following recom- 
mendations to the House of Delegates: 

(1) That the report of the Committee for the Study of Relations 
Between Osteopathy and Medicine be received and filed; and that the 
committee be thanked for its diligent work, and be discontinued. 

(2) That if and when the House of Delegates of the American Osteo- 
pathic Association, their Official policy-making body, may voluntarily 
abandon the commonly so-called “osteopathic concept,” with proper 
deletion of said “osteopathic concept” from catalogues of their colleges; 
and may approach the Trustees of the American Medical Association 
with a request for further discussion of the relations of Osteopathy and 
Medicine, then the said Trustees shall appoint another special committee 
for such discussion. 


The majority report of the reference committee, which was 
rejected by the House, made the following recommendations: 


Your reference committee after a study of the report of the Committee 
for the Study of Relations Between Osteopathy and Medicine and the 
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study of other evidence submitted is not completely satisfied that the 
current education in colleges of osteopathy is free of the teaching of 
“cultist” healing. 

In view of the desire to elevate the standards of teaching in colleges 
of osteopathy, your reference committee recommends approval of the 
recommendation of the committee that doctors of medicine may accept 
invitations to assist in osteopathic undergraduate and postgraduate medical 
educational programs in those states in which such participation is not 
contrary to the announced policy of the respective county and state 
medical associations. Such teaching services would be ethical. 

Your reference committee approves the recommendation of the com- 
mittee that the House of Delegates request state medical associations to 
assume the responsibility of determining the relationship of doctors of 
medicine to doctors of osteopathy within their respective states or request 
their component county societies to do so. 

Your reference committee recommends that a committee be appointed 
at the discretion of the Board of Trustees to confer with representatives 
of the American Osteopathic Association concerning common or inter- 
professional problems on the national level. 


Medical Ethics 

The Reference Committee on Miscellaneous Business dealt 
with 10 resolutions concerning the dispensing of drugs and appli- 
ances by physicians. Following is part of the committee report 
adopted by the House: 


Your committee recommends that no one of these resolutions be 
adopted as submitted but does recommend deletion of Section 8, Chapter 
I of the Principles of Medical Ethics, which now reads: 


OWNERSHIP OF DRUGSTORES AND DISPENSING OF 
DRUGS AND APPLIANCES BY PHYSICIANS 


Sec. 8.—It is unethical for a physician to participate in the owner- 
Ship of a drugstore in his medical practice area unless adequate drug- 
Store facilities are otherwise unavailable. This inadequacy must be 
confirmed by his component medical society. The same principle applies 
to physicians who dispense drugs or appliances. In both instances, the 
practice is unethical if secrecy and coercion are employed or if financial 
interest is placed above the quality of medical care. On the other hand, 
sometimes it may be advisable and even necessary for physicians to 
provide certain appliances or = without profit which patients 
can not procure from other source 


Your committee recommends aa the following statement be sub- 


stituted in lieu thereof: 


DISPENSING OF DRUGS AND APPLIANCES 
BY PHYSICIANS 
Sec. 8.—It is not unethical for a physician to prescribe or supply 
drugs, remedies, or appliances as long as there is no exploitation of 
the patient. 

In reporting to the House the chairman of the reference com- 
mittee explained that in the opinion of the committee the Code 
of Ethics should be stated in broad principles rather than attempt 
to interpret principles in detail. 


Medical Practices Committee Report 

The House of Delegates adopted a motion postponing any 
action until next December. The motion also called for dis- 
tribution of the entire report of the Committee on Medical Prac- 
tices to all delegates, so that they can study it before the 1955 
Clinical Meeting in Boston. 


Internship Approval Programs 

The House adopted the following statement presented by the 
Reference Committee on Medical Education and Hospitals: 

Your committee has reviewed the report of the Council on Medical 
Education and Hospitals, which includes a summary of the reports pre- 
viously made to the House of Delegates by the ad hoc committee on 
internships and are in agreement with the Council that these conclusions 
and recommendations are eminently sound and that they should be 
incorporated into the principles and policies employed by the Council 
in the conduct of its internship approval programs including subsequent 
revisions of the Essentials of an Approved Internship. 

Your committee wishes specifically to reaffirm the following recom- 
mendations of the ad hoc committee on internships: 

(1) That a continuing study be made as to what should be the content 
of an internship; what constitutes sound clinical experience during the 
internship year. 

(2) That the “one-fourth rule” be adopted: Any internship program 
that in two successive years does not obtain one-fourth of its stated 
complement be disapproved for intern training. It was pointed out to your 
committee in the hearings that statistical data compiled for a period 
of two years indicated that enforcement of this rule would have dis- 
placed only a few interns, 


Hospital Accreditation 

The same reference committee considered six resolutions on 
hospital accreditation and presented the following statement, 
which was adopted by the House: 


Your reference committee has reviewed all these resolutions, which in 
principle are similar and apparently refiect a widespread dissatisfaction 
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with the present functioning of the Joint Commission on the Accreditation 
of Hospitals, possibly from bilateral misunderstandings. Therefore, your 
reference committee recommends that the Speaker of the House of Dele- 
gates be requested to appoint a special committee to review the functions 
of the Joint Commission on the Accreditation of Hospitals to consist 
of seven members, none of whom shall be members of the Council on 
Medical Education and Hospitals or the Joint Commission on_ the 
Accreditation of Hospitals. This special committee should be instructed 
to make an independent study or survey and report its findings and 
recommendations to the House of Delegates at the next annual meeting. 
All physicians and hospitals are urged to pass on to this special committee 
any observation or suggestions concerning the functioning of the Joint 
Commission on the Accreditation of Hospitals. 


Poliomyelitis Vaccine 


The House passed three resolutions suggested by the Refer- 
ence Committee on Hygiene, Public Health, and Industrial 
Health in connection with discussion of the Salk poliomyelitis 
vaccine and the introduction of new methods in the treatment or 
prevention of disease. The first resolution reaffirmed “confidence 
in the established methods of announcing new and possibly bene- 
ficial methods in the treatment and prevention of disease” and 
also reaffirmed “the need for the presentation of reports on 
medical research before established scientific groups, allowing 
free discussion and criticism, and the publication of such reports, 
including methods employed and data acquired on which the 
results and conclusions are based, in recognized scientific 
publications.” The second resolution included the following 
statements: 

Resolved, That the American Medical Association go on record as 
disapproving the purchase and distribution of the Salk poliomyelitis 
vaccine by any agency of the federal government except for those unable 
to procure it for themse!ves and that such necessary federal funds therefor 
be allocated to the various proper state agencies for such purpose; and 
be it further 

Resolved, That the American Medical Association urge the Congress of 
the United States to allow the Salk poliomyelitis vaccine to be produced, 
distributed, and administered in accordance with past procedures on any 
new drug or vaccine, 


The third resolution commended Dr. Salk as follows: 

WHEREAS, The physicians of this country recognize the great scientific 
achievement in isolating and perfecting a vaccine for the prevention of 
poliomyelitis by Dr. Jonas Salk; and 

WHEREAS, This vaccine is now being used to prevent poliomyelitis among 
many of our children; therefore be it 

Resolved, That the House of Delegates express its profound gratitude 
to Dr. Salk and its admiration for his monumenta! contribution to medical 
science. 


Professional Liability 

Professional liability has been studied by the A. M. A. Council 
on Medical Service and the A. M. A. Law Department, and 
the Board of Trustees reported that visits will be made to the 
state medical societies that have group professional liability in- 
surance and claims prevention programs and from this and other 
procedures will develop information to aid in the development 
of a long-range program. 


Legislation 


The Board of Trustees reported on its study of two reference 
committee statements at the Miami meeting and revealed it had 
authorized the A. M. A. Committee on Legislation to prepare 
a legislative newsletter for distribution to the presidents and 
executive secretaries of the state medical societies and to other 
key legislative personnel. The newsletter will discuss the effects of 
medical legislation, the policy of the Board of Trustees or the 
House of Delegates on the important current bills, and the basis 
for that position, This new publication is intended to supplement 
but not supplant the A. M. A. Washington Letters or the Wash- 
ington News section that appears weekly in THE JOURNAL. 

In the report on legislative activities it was pointed out that 
of 10,000 bills introduced before the 84th Congress, 314, or 
3%, are of interest to physicians. Major proposals on which 
the Association had been heard in the House of Representatives 
include: 

Mental Health 

Medical Aspects of Reserve Forces Bill 
Draft Deferment of Scientific Specialists 
*“Doctor-Draft” Law 

Military Medical Scholarships 
Military Physician’s “Incentive Pay” 
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Those on which the Association representatives have been heard 
in the Senate include: 

Mental Health 

Research Construction Grants 

Vocational Education of Practical Nurses 

Water Pollution Control 

Air Pollution Control 

Medical School Construction Grants 

Bricker Amendment 


In an effort to secure a more complete exchange of informa- 
tion and an improved coordination with state and local medical 
societies, a new series of A. M. A.-sponsored regional Jegislative 
conferences has been scheduled for the fall of 1955. Six such 
conferences will be held as follows: 

San Francisco, Sept, 24 

Chicago, Oct. 8 

Omaha, Oct. 15 

New York, Oct. 29 

Atlanta, Nov. 6 

Dallas, Nov. 19 


Hoover Commission Report 


Of much interest to physicians should be the House action 
concerning the recent Hoover commission report. It adopted a 
statement reading: 

The American Medical Association is in hearty accord with the basic 
philosophy that permeates the recent Hoover commission report in its 
efforts to: 

(1) increase efficiency in government; 

(2) promote economy and eliminate waste; 

(3) promote decentralization in government and effect elimination of 
reduplication; 

(4) promote elimination of federal functions that compete with private 
business and industry. 


As the American Medical Association has studied the reports of the 
commission that deal with federal medical services and those of the 
medical task force of the commission, it agrees in the main with the 
report of the task force. 


The Association regrets that the commission saw fit to eliminate and 
alter recommendations that were made by the task force. The A. M. A. 
cannot agree with these changes. 


Release of Scientific Information 


Another resolution concerned the release of information on 
new methods for the treatment or prevention of disease and, 
as adopted, reads as follows: 

WuHerEAS, There are traditional methods by which investigators and 
Scientists in all fields announce and critically review discoveries and 
applications thereof; be it 

Resolved, That we reaffirm our confidence in the established methods 
of announcing new and possibly beneficial methods in the treatment and 
prevention of disease; and be it further 

Resolved, That we reaffirm the need for the presentation of reports on 
medical research before established scientific groups, allowing free dis- 
cussion and criticism, and the publication of such reports, including 
methods employed and data acquired on which the results and conclu- 
sions are based in recognized scientific publications, 


Government Control of Vaccine 


In a different vein is another resolution reading: 


Wuereas, Since the time of Hippocrates, major medical discoveries 
have been made which alleviated great human suffering and prevented 
many deaths; and 

WHEREAS, It has not been necessary in the past for the government of 
this country to purchase the products of those discoveries and dispense 
them to the ethical, practicing physician, nor to the individual citizens 
of this country, therefore be it 4 

Resolved, That the American Medical Association go on record as 
disapproving the purchase and distribution of the Salk poliomyelitis 
vaccine by any agency of the federal government except for those unable 
to procure it for themselves and that such necessary federal funds 
therefore be allocated to the various proper state agencies for such 
purpose; and be it further 

Resolved, That the American Medical Association urge the Congress 
of the United States to allow the Salk poliomyelitis vaccine to be pro- 
duced, distributed, and administered in accordance with past procedures 
on any new drug or vaccine; and be it further 

Resolved, That a copy of this resolution be spread upon the minutes 
of this meeting and a copy sent to the President of the United States, 
to the Secretary of Health, Education, and Welfare, to the Surgeon 
General, United States Public Health Service, and to all members of the 
Congress of the United States. 
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International Labor Organization 


Another resolution adopted with enthusiasm was one concern- 
ing the International Labor Organization. It reads: 

Wuereas, It has just been reported to the daily press that the American 
employer delegates to the International Labor Conference in Geneva 
walked out when employer delegates of Soviet Russia were seated in 
important committees; and . 

WHEREAS, There is little doubt that Soviet Russia will use the Inter- 
national Labor Organization, through its technical assistance programs 
to further the doctrine of communism, particularly in the underdeveloped 
countries; and 

WHEREAS, The World Medical Association has previously pointed out 
the danger of the International Labor Organization to the freedom of 
medicine; and 

WHEREAS, The World Medical Association has been instrumental in 
bringing to the attention of the doctors of the world the philosophy of 
the 1.L.0. and its satellite organization the International Social Security 
Organization and the attempts of the spokesman to encourage taking 
Over the control of medicine by social security bodies, and recommending 
. Elimination of all free choice of doctor by the patient. 


. Abrogation of the right of the doctor to choose the location of his 
practice. 


te 


. Placing the doctor in the status of a technician governed by labor 
regulation 


> 


. Interference in the therapeutic care of the patient, and 

WHEREAS, The International Labor Organization has subjected all its 
medical activities in the field of occupational health to complete lay 
control; therefore be it 

Resolved, By the House of Delegates of the American Medical Associ- 
ation that Congress should be memorialized to cut off all further funds 
appropriated by the United States for the support of the International 
Labor Organization and that steps be taken to cancel the membership of 
the United States in I.L.O., and be it further 

Resolved, That copies of this resolution be transmitted to the President 
of the United States, the Secretary of Labor, and all members of the 
Congress. 


In presenting its report the reference committee stated: 


The attitude of the American Medical Association toward the Inter- 
national Labor Organization was established by the House of Delegates 
in December 1952 in Denver. At that time the House noted: 


That this House of Delegates of the A. M. A. go on record as 
recommending the withdrawal of the United States as a member of 
the I.L.O. 

In connection with this resolution, your committee deems it timely to 
remind this House that the Convention that was adopted by the Inter- 
national Labor Organization in 1952 and that includes a revolutionary and 
socialistic medical care section was forwarded to the Congress by the 
State Department in June, 1954. Although the State Department recom- 
mended that no action be taken in regard to this Convention because 
most of its concepts come within the jurisdiction of the states, there is 
nothing to stop another administration or another Congress from pushing 
for its enactment. 

Mr. Speaker, your committee recommends reaffirmation of the previous 
action of the House of Delegates with respect to the International Labor 
Organization, 


Without dissent or hesitation the members of the House of 
Delegates approved the committee report. 


Election of Officers 

The following officers were elected at the closing session, in 
addition to Dr. Murray, the new President-Elect: 

Dr. Millard D. Hill, Raleigh, N. C., Vice-President; Dr. George 
F. Lull, Chicago, Secretary; Dr. J. J. Moore, Chicago, Treas- 
urer; Dr. E. Vincent Askey, Los Angeles, Speaker of the House 
of Delegates, and Dr. Louis M. Orr, Orlando, Fla., Vice-Speaker. 

Dr. James R. Reuling, Bayside, N. Y., was elected to fill Dr. 
Murray’s term on the Board. Reelected as trustees were Dr. 
L. W. Larson, Bismarck, N. D., and Dr. T. P. Murdock, Meriden, 
Conn. Dr. Gunnar Gundersen, La Crosse, Wis., was named 
Chairman of the Board of Trustees to succeed Dr. Murray. 

Dr. Louis A. Buie, Rochester, Minn., was named by Dr. Hess 
to succeed himself on the Judicial Council. Elected to the Coun- 
cil on Medical Education and Hospitals were Dr. Harlan English, 
Danville, Ill, and Dr. James M. Faulkner, Boston, the latter 
succeeding himself. Reelected to the Council on Medical Service 
was Dr. H. B. Mulholland, Charlottesville, Va. Elected to the 
same Council were Dr. A. C. Scott, Temple, Texas, and Dr. 
R. B. Chrisman Jr., succeeding Dr. Orr. 

Dr. B. E. Pickett Sr., Carrizo Springs, Texas, was reelected 
to the Council on Constitution and Bylaws, and Dr. Warren 
Furey was named to the same Council to replace Dr, James 

Stevenson, Tulsa, Okla. 
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FEDERAL MEDICAL LEGISLATION 
First Session, 84th Congress 


Mentally Ill of Alaska 


Congresswoman Green (D., Ore.), in H. R. 6376, and Congress- 
man O’Brien (D., N. Y.), in H. R. 6334, would transfer from 
the federal government to the territory of Alaska responsibility 
and authority for hospital care and treatment of the mentally 
ill of Alaska. The hospitalization and commitment procedures 
would be modernized. Assistance would be given providing 
facilities for a comprehensive mental health program for Alaska. 
A grant of 500,000 acres of public lands would be given to assist 
the territory in placing the program on a firm long-term basis. 
Provision would be made for a 10-year grants-in-aid program 
to help Alaska assume full operating costs. The bills provide 
that, when commitment is on certification, a physician licensed 
to practice medicine or osteopathy may serve as an examiner, as 
may a medical officer of the government of the United States 
while in Alaska or on duty as a medical officer of the territory 
of Alaska. These measures were referred to the Interior and 
Insular Affairs Committee. 

These bills combine the essential ideas of the Health, Edu- 
cation and Welfare, Interior, and Justice departments and differ 
in many details from H. R. 5092 and H. R. 5093 by Green 
(D., Ore.), H. R. 610 and H. R. 3991 by Bartlett (Delegate 
from Alaska), and §. 1027 and S. 1028 by Neuberger (D., Ore.). 


Additional Secretary for Department of 
Health, Education, and Welfare 


Congressman Priest (D., Tenn.), in H. R. 5263, and Senator 
Smith (R., N. J.), in S. 1617, have introduced similar bills that 
would authorize the appointment of an additional assistant secre- 
tary in the Department of Health, Education, and Welfare. 
These measures were introduced at the request of Secretary 
Hobby. The House bill was referred to the Committee on Inter- 
state and Foreign Commerce and the Senate bill to the Commit- 
tee on Labor and Public Welfare. 


Shipment of Live Scorpions in U. S. Mail 


Senator Goldwater (R., Ariz.), in S. 35, and Representative 
Rhodes (R., Ariz.), in H. R. 1605, would permit the shipment 
by mail of live scorpions to be used for medical research pur- 
poses. The bills were referred to the respective committees on 
post office and civil service. The Goldwater bill passed the Senate 
without amendment. 


Study and Prevention of Air Pollution 


Senator Capehart (R., Ind.), and Senators Kuchel and 
Knowland (R., Calif.), in S. 1565, have introduced a proposed 
amendment to the National Housing Act, giving authority for 
technical research and studies on problems on air pollution, and 
establishing a loan program to aid in the installation of air 
pollution prevention equipment. Loans not to exceed 50 million 
dollars at any one time would be authorized for air pollution 
control and prevention programs. The Home Finance Adminis- 
tration would make the loans with the participation of private 
banks, somewhat like the loans of the defunct Reconstruction 
Finance Corporation. Authorization would be given for 3 million 
dollars for technical research for studies concerned with air 
pollution and excessive smoke. This part would be administered 
by the Secretary of Health, Education, and Welfare. This bill 
was referred to the Committee on Banking and Currency. 


Treaties and International Agreements 

Congressman Hiestand (R., Calif.) and Congressman Lanham 
(D., Ga.), have proposed, in H. J. Res. 198 and H. J. Res. 269, 
respectively, to amend the Constitution of the United States to 
provide that “A provision of a treaty or other international agree- 
ment which conflicts with this Constitution, or which is not 
made in pursuance thereof, shall not be the supreme law of the 
land nor be of any force or effect.” The Hiestand proposal 
specifies that “A treaty or other international agreement shall 
become effective as internal law in the United States only 
through legislation valid in the absence of international agree- 
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ment.” The Lanham measure provides that “An international 
agreement, other than a treaty shall become effective as internal 
law in the United States only by an Act of Congress. Such legis- 
lation must be concurred in by two-thirds of each House.” These 
measures were referred to the Committee on the Judiciary. 


Constitutional Amendment Relative 
to Supreme Court Decisions 

Congressman Burdick (R., N. D.) introduced, in H. J. Res. 
282, a proposal that would amend the Constitution to provide 
that “There shall be no interference with or limitation upon the 
power of any State to regulate health, morals, education, domes- 
tic relations, all property rights, transportation wholly within its 
borders, elections, except as to the time of holding Federal elec- 
tions, and the voters thereat shall be those entitled to vote in 
State elections, and the good order in the State; and exclusive 
jurisdiction thereof is reserved to the States, without limiting 
in any way the X amendment.” This measure is similar to H. J. 
Res. 223 by Congressman Whitten (D., Miss.). This bill was 
referred to the Committee on the Judiciary. 


Medical, Hospital, and Domiciliary 
Care for Indian War Veterans 


Congressman Bow (R., Ohio), in H. R. 5246, would make all 
veterans of the Indian wars eligible for outpatient hospital and 
domiciliary care for non-service-connected as well as service- 
connected disabilities. The applicant’s statement would be suffi- 
cient evidence of inability to defray necessary expenses. This 
measure was referred to the Committee on Veterans’ Affairs. 


Eligibility of HEW Secretary for Presidency 

Congresswoman St. George (R., N. Y.), in H. R. 5440, would 
include the Secretary of Health, Education, and Welfare in the 
list of cabinet officers eligible to succeed to the Presidency of 
the United States, in case of the death of the President and Vice- 
President. This Secretary, the newest department head, would 
be the last in succession of department heads. This measure was 
referred to the Committee on the Judiciary. 


Agency for the Handicapped 

A series of identical bills would establish an agency for the 
handicapped, placed for housekeeping purposes in the Depart- 
ment of Labor. The present functions in the Office of Vocational 
Rehabilitation would be transferred to this new agency. Pro- 
vision is made for: (a) payment, through the states, of a $60 
per month pension to all handicapped persons for whom re- 
habilitation is unfeasible, (b) a revolving loan fund to assist in 
the financing of state programs, and (c) establishment of a new 
division for the handicapped within the Civil Service Commis- 
sion and the United States Employment Service. These bills are 
as follows: H. R. 5465 by Bennett (D., Fla.), H. R. 5471 by 
Dingell (D., Mich.), H. R. 5487 by Withrow (R., Wis.), H. R. 
5510 by Knutson (D., Minn.), H. R. 5513 by McCormack (D., 
Mass.), H. R. 5523 by Tollefson (R., Wash.), H. R. 5571 by 
Rhodes (D., Pa.), H. R. 5603 by Kelley (D., Pa.), H. R. 5705 
by Buchanan (D., Pa.), H. R. 5737 by Chudoff (D., Pa.), H. R. 
5859 by Saylor (R., Pa.), H. R. 5874 by Bailey (D., W. Va.), 
H. R. 5939 by Buckley (D., N. Y.), H. R. 5971 by Rabaut 
(D., Mich.), and H. R. 6064 by Madden (D., Ind.). These bills 
were referred to the Committee on Education and Labor. 


NEW HEALTH PUBLICATIONS 


“Health Careers Guidebook,” a comprehensive description of 
156 health service occupations, has recently been published by 
the National Health Council and the Equitable Life Assurance 
Society. The booklet, 160 pages in length and attractively de- 
‘signed with text and pictures, has already been widely distributed 
to interested groups throughout the country. Each of the nation’s 
29,000 secondary schools and junior colleges, representing an 
enrollment of 7,500,000 teen-age students, has received copies, 
as have executive secretaries of state and metropolitan medical 
societies. As an aid to organizing statewide or community-wide 
cooperative vocational guidance programs, the National Health 
Council also published a companion piece, “Partners for Health,” 
a lesser but still extensive compendium of careers in health serv- 
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ice. This abridged edition has been sent to local health councils 
and other related agencies. A limited number of copies of the two 
publications may be secured without charge from Health Careers, 


Post Office Box 1400, New York 1. 


REGISTRATION AT THE ANNUAL MEETING 
ATLANTIC CITY, JUNE 6-10, 1955 


District of Columbia ...... 271 414 
38 
OTHER COUNTRIES 
Dominican Republic ....... 1 4 


REGISTRATION BY SECTION 


Experimental Medicine & Therapeutics............ 78 
Laryngology, Otology & Rhinology.....................ccceeeees 301 


Military Medicine 


Obstetrics & Gynecology 
Ophthalmology 
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Physical Medicine & Rehabilitation. 124 
Preventive & Industrial Medicine & Public Health................ 3 
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PROCEEDINGS OF THE ATLANTIC CITY MEETING 


ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL 
ASSOCIATION AT THE ANNUAL MEETING IN ATLANTIC CITY, N. J., JUNE 6-10, 1955 


The actions of the House of Delegates at the Atlantic City 
Meeting are herewith abstracted so that the readers may have 
this information in digest form. The official proceedings will 
be made available, as in the past, in a booklet, which will be 
sent to all members of the House of Delegates and officers of 
the American Medical Association by the Secretary. This book- 
let will not be available for several weeks.—Eb. 


Preliminary Report of Reference Committee on Credentials 


Dr. Harlan English, Chairman, reported that 146 delegates 
had registered, and the Speaker announced that a quorum was 
present. 

Invocation 


Rev. Harvey Bennett, Minister of the First Presbyterian 
Church of Atlantic City, pronounced the following invocation: 


Almighty God, Thou to whom all hearts are open, all desires 
known, and from whom no secrets are hid, we pray Thee that 
Thou wilt cause Thy countenance to shine upon us, to give 
each one of us this beautiful day that peace that passeth under- 
standing. We thank Thee, O God, for Thy keeping power over 
us, for this beautiful world in which we live, and as we hear the 
voices of nature speaking to us, may we discern that still, small 
voice that speaks to Thy servants. We commend to Thee, O God, 
this noble company of physicians as they come from the vari- 
ous parts of our great land, assembling themselves together in 
this city by the sea. We thank Thee, O God, for their consecra- 
tion to the task that lies before them. Bless them abundantly 
as they meet in fellowship together in our city, as they listen 
to the reports of the progress their fellow men have made, and 
as they lay the plans for future aid and help to those who are 
suffering. Give them wisdom from on high and understanding, 
tact, and skill, that human bodies may be spared pain and suffer- 
ing, that we may enjoy that abundant life of which Jesus so 
often spoke and for which He died. All these blessings we ask 
in His name and for His sake. Amen. 


Adoption of Minutes of Miami Clinical Meeting 


The minutes of the Clinical Meeting held in Miami, Fla., Nov. 
29-Dec. 2, 1954, were adopted as printed and distributed to 
the members of the House of Delegates. 


Distinguished Service Award to Dr. Donald C. Balfour 


Dr. Dwight H. Murray, Chairman, Board of Trustees, pre- 
sented the names of three physicians selected by the Board from 
the list of nominations for the Distinguished Service Award, 
for the election of one by the House of Delegates to be the re- 
cipient of the award. The nominees were Dr. Donald C. Bal- 
four, Rochester, Minn., Dr. Daniel C. Elkin, Atlanta, Ga., and 
Dr. John R. Paul, New Haven, Conn. Dr. Balfour was elected 
recipient of the Distinguished Service Award of the American 
Medical Association for 1955, 


Report of Reference Committee on Rules and Order 
: of Business 


Dr. Edward L. Bortz, Chairman, presented the following 
report, which was adopted: 

Your Reference Committee on Rules and Order of Business 
recommends (1) that the order of business be as distributed to 
the delegates with permission given to the Speaker to make any 
necessary adjustments unless there is objection from the House 
at that time; (2) that the Speaker, or, at his request, the Presi- 
dent or the Chairman of the Board of Trustees, be granted per- 
mission to introduce to the House for an address persons who 
can give the members of the House pertinent or timely informa- 
tion; (3) that the Speaker recess the House for lunch at a time 
to be determined by him. 


Presentation of Past-Presidents of American 
Medical Association 

The Speaker introduced the following past-presidents of the 
American Medical Association: Dr. Walter L. Bierring, lowa, 
1934-1935; Dr. Edward L. Bortz, Pennsylvania, 1947-1948; Dr. 
R. L. Sensenich, Indiana, 1948-1949; Dr. Ernest E. Irons, Illinois, 
1949-1950; Dr. John W. Cline, California, 1951-1952; Dr. Louis 
H. Bauer, New York, 1952-1953; Dr. Edward J. McCormick, 
Ohio, 1953-1954, 


Remarks of the Speaker, Dr. James R. Reuling 

The Speaker presented the following remarks, which were 
referred to the Reference Committee on Reports of Officers: 

There are very few remarks which your Speaker will make 
at the opening of this session. Your assistance and cooperation 
in submitting resolutions for multigraphing well in advance of 
the meetings have been of great value in facilitating the opera- 
tion of the House. It is realized that many of the constituent 
associations have concluded their annual meetings only within 
the past few weeks, and the officers of those associations are 
particularly to be commended for their prompt efforts at the 
time of the Annual Meeting. 

The attendance in recent years of the members of the House 
of Delegates at reference committee meetings where all views 
have been freely expressed as well as the exhaustive and com- 
plete hearings that these reference committees have held and 
the sound reports and recommendations which they have pro- 
duced have in a large measure reduced controversial discussions 
and amendments from the floor and have also obviated the 
necessity of re-referring matters for further hearing and study. 
Your continued cooperation along these lines is requested. 

The booklet “Your Role as a Delegate” has been revised. Not 
only should all new members of the House read this booklet 
carefully, but it would be well if all of us re-read it to refresh 
our memories prior to each session of the House. 

One short review of a parliamentary matter is again brought 
to your attention. It is stressed only because it is so frequently 
misunderstood. That is the question of substitute motion. Your 
Speaker was in a meeting a month ago where a motion was 
made and later a substitute motion was made. A vote was taken 
on the substitute motion and it was declared passed. That was 
in error. It is necessary first to make a motion to substitute the 
second motion for the first one, and that motion must be voted 
on. If the vote prevails, then the substitute motion becomes 
the main motion and must be open for debate before it can 
be voted on. 

It is a great privilege and honor which you have bestowed 
on me to serve you again as your presiding officer. It seems that 
each succeeding session brings increasing problems, both social 
and economic as well as medical. Our duty is not only with 
the changing problems associated with the practice of medicine. 
We have a responsibility as well to see that social changes are 
for the betterment of all the people and to not tend to become 
“socialistic.” We must also give careful and continuing atten- 
tion not only to the economic problems of our patients but also 
to the economy of government at all levels. As physicians, we 
know that the problems of many individuals arise because of 
wrong living. As citizens, it is our duty to be leaders in our 
individual communities and to use every effort to lend our train- 
ing and knowledge to keep the body politic from becoming more 
seriously sick than it already is or perchance to change the 
American way of life so that it will die. Our best efforts must 
continue to be directed, as always, to what is best for the Ameri- 
can people. 
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IN MEMORIAM 
Since the last annual session of this House, there are many 
former members of the House of Delegates or officers of the 
American Medical Association who heve been called from their 
labors by the Great Physician. May I suggest that at this time 
we rise to pay tribute to their service and memory. 


MEMBERS OF HOUSE OF DELEGATES AND/OR OFFICERS OF 
THE AMERICAN MEDICAL ASSOCIATION NOTICE OF 
WHOSE DEATH HAS BEEN RECEIVED SINCE 
THE 1954 ANNUAL MEETING 
(The dates following the names indicate years of service in the House or 
as Officers of the Association) 

Albertson, Harry W., Pennsylvania, 1922 

Ascher, John A., Nevada, 1918. 

Carpenter, Dudley N., U. S. Navy, 1927. 

Chapman, Theodore L., Minnesota, 1925. 

Clinton, Fred S., Oklahoma (Indian Territory). 1906. 


Cody, Edmond F., Massachusetts, 1917; 1920-1924; 1926; 1928-1937; 
1940. 

Crumbine, Samuel J., Kansas, 1921. 

Curley, John J., Massachusetts, 1948-1952. 

Davis, David J., Chicago, Section on Pathology & Physiology, 1922-1924; 
1927-1930; 1933; 1936. 

Doughty, J. Frank, California, 1953. 

Dunham, George C., U. S. Army, 1925; 1939; 1940. 

Fox, Howard, New York City, Section on Dermatology & Syphilology, 
1921; 1922; 1924-1927. 

Gamble, Hugh A., Mississippi, 1930-1932; 1937. 

Halsey, Levi W., New Jersey, 1923. 

Henderson, Melvin S., Rochester, Minn., Section on Orthopedic Sur- 
gery, 1925. 

Hibbitt, Charles W., Kentucky, 1933-1934, 

Howle, Paul W., Virginia, 1921. 

Hume, Arthur M., Michigan, 1909. 

Hunt, Earle Houston, Arkansas, 1952-1953. 

Kahn, Solomon G., Utah, 1912; 1915; 1917; 1929-1930, Fourth Vice- 
President, 1913-1914. 

Keyport, Claude R., Michigan, 1936-1948. 

Kosmak, George W., New York, 1918-1919; 1934-1953. 

McAlester, Andrew W., Missouri, 1910; 1912-1913; 1915; 1922. 

McGuire, Hugh E., Pennsylvania, 1941. 

Menville, Leon J., Louisiana, 1941-1943, 1945. 

Moorman, Lewis J., Oklahoma, 1921. 

Muller, Fred H., Illinois, 1946-1954. 

Parker, Walter R., Detroit, Section on Ophthalmology, 1915, 

Phelan, Walter F., New Jersey, 1953. 

Sargent, James C., Wisconsin, 1938-1950. 

Schlueter, Robert E., Missouri, 1921-1922; 1940-1951; 1953. 

Taneyhill, G. Lane, Maryland, 1907-1909; 1912; 1914. 

Thompson, Lewis R., U. S. Public Health Service, 1932-1935. 

Towne, G. Scott, New York, 1918; 1940; 1942-1944. 

Van Etten, Nathan B., New York, 1920; 1923; 1926-1937. Vice-Speaker, 
House of Delegates, 1933-1935; Speaker, 1935-1938; President-Elect, 1939- 
1940; President, 1940-1941. 

Wilson, Walter J., Michigan, 1919; 1921-1922. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF OFFICERS 

Dr. Clifford C. Sherburne, Chairman, presented the follow- 
ing report, which was adopted: 

Your Reference Committee on Reports of Officers discussed 
the speeches of the Speaker, President, and President-Elect. 
These speeches revealed brevity, clarity, intensity of thought and 
purpose, and appreciation of the aims and accomplishments of 
the American Medical Association and the problems of the 
future. 

Presentation of Distinguished Guests 

The following distinguished guests were introduced by the 
Speaker and presented greetings or brief addresses, which will be 
included in the official proceedings of the House of Delegates: 

Dr. Daniel F. Lynch, President, American Dental Association. 

Mr. J. H. Fitzgerald Dunning, President, American Drug Manufacturers 
Association. 


Dr. Elizabeth S. Avery, Assistant Secretary, American Association for 
Health, Physical Education, and Recreation. 
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Dr. Frank B. Berry, Assistant Secretary of Defense, U. S. Depariment 
ot Defense. 


Dr. Theodore G. Klumpp, American Pharmaceutical Manufacturers 
Association, 


Dr. Augusto Fernandez Conde, President, Colegio Medico Nacional 
de Cuba. 

Dr. Angel Reaud, President, Colegio Medico de la Habana, Cuba. 

Mrs. George Turner, President, Woman’s Auxiliary to the American 
Medical Association. 

Dr. H. Grant-Whyte, Medical Association of South Africa. 

Dr. Robert P. Fischelis, Secretary, American Pharmaceutical Association. 

Mr. Ray E. Brown, President-Elect, American Hospital Association. 

Dr. S. F. Scheidy, Chairman, Executive Board, American Veterinary 
Medical Association. 

Dr. J. W. Tudor Thomas, Vice-President, British Medical Association. 

Mr. Walter Hedgcock, Assistant Secretary, British Medical Association. 

Mr. Thomas E. Paradine, Vice-Chairman, National Public Relations 
Commission, American Legion. 

The Speaker extended greetings to the House of Delegates 
from Dr. Arthur D. Kelly, General Secretary of the Canadian 
Medical Association, who was unable to attend the session. 


Introduction and Remarks of Student A. M. A. Delegates 

The Speaker introduced Mr. John Belt, University of Oregon 
Medical School, and Mr. John A. Oates Jr., Bowman-Gray 
School of Medicine, delegates from the Student American Medi- 
cal Association. 

Mr. Belt addressed the House as follows: 

Members of the House of Delegates and Guests: It is truly a 
pleasure and honor to be here this morning as a representative 
of the Student American Medical Association. As some of you 
might not be familiar with the purposes and goals of the Student 
American Medical Association, I would like to quote to you 
from our constitution, ratified at our first annual convention 
in 1950: “The objects of this Association shall be to advance 
the profession of medicine, to contribute to the education and 
welfare of medical students, to familiarize its members with the 
purposes and ideals of organized medicine, and to prepare its 
members to meet the social, moral, and ethical obligations of 
the medical profession.” 

Our progress in the past year has been gratifying, both to 
the medical student and to the individual state medical societies 
which have been most generous with their interest and financial 


-and moral support. We now have 69 SAMA chapters in the 80 


medical schools in the United States. Our membership has in- 
creased to 24,000 medical students. As many of you know, our 
SAMA life insurance program has been particularly successful, 
with medical student policyholders numbering over 3,000 and 
with a coverage totaling over 15 million dollars. In addition, 
we are at the present time negotiating with several insurance 
companies to provide a low-cost, wide-coverage hospital insur- 
ance program for medical students and their families. 

Last, but not least, one of our major projects for the coming 
year is the establishment of the SAMA Foundation, which we 
hope will be a means of supplying financial aid to medical 
students across the country. 

We are proud of our organization. We hope that you, too, 
are proud of an organization which has been able to grow only 
through the generosity and expert guidance of its parent society, 
the American Medical Association. 

The following remarks were presented by Mr. Oates: 

Mr. Speaker, Members of the House of Delegates and Guests: 
The Student American Medical Association Foundation is an 
attempt of the Student American Medical Association to ameli- 
orate the need that exists in financing the individual medical 
student in his education. Further, it is an expression of the 
opinion that any help in this sphere should come only from 
private sources and friends of the medical profession. Briefly, 
the foundation is to be an irrevocable trust fund, of which a 
well-known Chicago bank shall act as corporate trustee. This 
trustee shall have the responsibility that all assets of our founda- 
tion shall be used for the sole purpose of student loans and 
scholarships. It is the intent of our Fxecutive Council that these 
loans shall be made to medical students and require no endorse- 
ment. The interest rate shall be less than 3% and shall increase 
in a stepwise fashion shortly after the student graduates. The 
amounts of the loans shall range from $500 to $1,500. 
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The foundation has its beginning and initial contribution from 
the Student American Medical Association, which by the end 
of this summer will total $10,000. Through continued and in- 
creased support from our organization and by contributions from 
others who have a vital interest in the problem, the foundation 
should eventually accumulate sufficient funds to enable it ade- 
quately to serve the purposes for which it was set up, which are: 
(1) to meet the need for low-interest, nonendorsed loans that 
is known to be present among students of medicine: (2) to re- 
move the financial obstacles that stand in the way of many 
superior college students who desire medicine as a career and 
to go about this on such a scale that everyone concerned will 
be aware of it; (3) to help eradicate the false but prevalent idea 
among the public that medicine is a closed profession and that 
it is available only to students who have wealthy families to 
support them; and (4) to anticipate and meet the demand for 
said loans before it is conceived that this should be a project 
of the federal government. 

This foundation then is not only an excellent opportunity to 
provide financial aid to medical students and to encourage de- 
serving students into medicine, but it is also an effective tool 
in your and our campaign to interest the public appreciation of 
our efforts as an organized profession. 


Address of the President, Dr. Walter B. Martin 


Dr. Walter B. Martin, President, presented the following 
address, which was referred to the Reference Committee on 
Reports of Officers: 

As I address you today as one of my last acts as President 
of the American Medical Association, I am conscious of the 
crowding of conflicting emotions. For many years I have been 
associated with this body as a delegate, as a member of your 
Council on Medical Service, and as a Trustee. You honored me 
by your confidence in electing me to the highest office at your 
command, For this expression of your regard I am deeply grate- 
ful. My association with this body has been one of the greatest 
experiences of a lifetime. | would be indeed dead to sentiment 
if at this time I were not conscious of deep regret that this close 
association is to be interrupted. The memory of these years to- 
gether, however, will always remain undimmed and time will 
not loosen these bonds of friendship. During the past two years 
I have had the privilege of visiting many of our state and county 
societies and other medical groups. | have learned much of medi- 
cal organizations and of the men who direct their destiny. These 
contacts have strengthened my confidence in the basic integrity 
of American medicine. More and more I have found physicians 
alert to their responsibilities, not only as men of science but as 
citizens of their communities. More and more they are concerned 
with the general welfare of their own areas and with the social 
and economic aspects of medicine. During the past year I have 
had occasion to discuss a number of the problems that concern 
us as medical men and that also have a bearing on the public 
welfare. At the risk of being repetitive I shall again bring some 
of these to your attention. 

American medicine has much in which it can take pride. From 
the foundation of our Association, its chief concern has been 
the advancement of the art and science of medicine and its appli- 
cation to the betterment of the health of the public. To accom- 
plish this our founders realized the importance of improving 
medical education and diligently set themselves to that task. 
Medical education has come far in the more than 100 years 
that have elapsed since the foundation of this Association. This 
advance has led to the present eminence of medical research 
and teaching and in the practice of medicine in this country. 
We have a great heritage and one that must be preserved and 
passed on to those who come after us. Medical education has 
advanced in this country because it has been free and we must 
keep it free. For this reason the American Medical Association 
has opposed federal aid to medical education in any guise that 
would make possible federal interference or control. Numerous 
proposals have been made and plausible arguments have been 
advanced by eager advocates of federal participation in the 
financing of medical schools. These arguments, however, have 
not dispelled the justifiable fear that some degree of federal 


PROCEEDINGS OF THE ATLANTIC CITY MEETING 669 


influence and control would follow federal financial aid in meet- 
ing the operational budgets of medical schools. These objec- 
tions, however, do not pertain to one-time federal grants to 
medical schools for new construction or for reconstruction of 
old buildings. Since the financial needs of medical education 
are real and urgent, other means are being sought, and must 
be found, for satisfying these needs. One of the greatest con- 
tributions that can be made to medicine and to the public good 
by American physicians is the swift and adequate financial sup- 
port of medical education. In certain states the response of our 
profession has been very fine, but these areas have been all too 
few. If we are to prevent the entrance of political influence into 
medical education, we must act promptly and effectively and 
on a broad front. 

As a result of the great advances in medical teaching and 
research and in the application of our knowledge to the pre- 
vention and cure of disease, a host of new problems has come 
into being. The whole framework in which medicine is prac- 
ticed has changed. Whether we like it or not, we cannot have 
it otherwise. Science has set us free from the bonds of empiricism 
but has placed a new bond upon us in our obligation to make 
these resources of modern medicine available to all of our people 
regardless of geographical or financial barriers. The tools of 
medicine have become complex and expensive. If the medical 
needs of our people are to be met, the physician must have access 
to these tools. As a result of efforts to accomplish this, our hos- 
pital system has rapidly expanded. More beds are available now, 
and they are more widely distributed than ever before. Hos- 
pitals are better equipped and better staffed. Avenues of com- 
munication have improved, and the resources of modern 
medicine are now more readily available not only to more 
people but also to more physicians than ever before in the his- 
tory of this or any other country. In order to employ the ad- 
vanced techniques of modern medicine. facilities are necessary 
where the physician may meet the patient in an environment 
advantageous to both. These facilities may be found in the offices 
of many physicians or groups of physicians, but to a large extent 
they are supplied by the many fine hospitals that have developed 
throughout this country. This has added greatly to the cost of 
hospital construction, maintenance, and operation and has placed 
a greater financial burden on our voluntary hospitals. This is 
properly a matter of as much concern to us as it is to hospital 
administrators and boards of trustees. This situation has led to 
a far greater utilization of hospital facilities to the extent that 
in a period of 20 years admissions to hospitals have approxi- 
mately tripled in spite of the great decrease in the acute com- 
municable diseases. The cost of producing a day of hospital care 
has strikingly increased, although this is largely compensated 
for by the quality of service made available through medical 
advances and the shortening of hospital stay. 

The additional cost to the patient and the added financial 
needs of the hospital led to the development of our great volun- 
tary system of prepayment of hospital cost on an insurance basis. 
The growth of this system has been amazing and at the present 
time 103 million Americans carry some form of insurance 
against the cost of hospital care. This is approximately 80° 
of our insurable population. This is not to mention the more 
than 85 million who carry insurance against the cost of surgical 
care in hospitals and the more than 45 million covered for medi- 
cal cost in hospitals. Voluntary health insurance has caught the 
imagination of the American people. This remarkable result has 
been achieved without government initiative, aid, direction, or 
control. The success of this movement has, to a large degree, 
been the result of medical encouragement and cooperation. Its 
further success depends on our wholehearted support of con- 
tinued expansion and in preventing abuses that if allowed to 
develop will eventually weaken its effectiveness or even destroy it. 

These changes in the pattern of medicine have necessitated 
frequently the utilization of physicians’ services in hospitals on 
a contractual basis and in many areas have brought hospitals 
and physicians into conflict. For more than two years, a joint 
committee of the Board of Trustees of the American Medical 
Association and the American Hospital Association has met on 
numerous occasions in an effort to resolve this conflict. It must 
be resolved. It cannot be settled by the use of hard-hitting in- 
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vectives or stubborn intransigents but only by the calm appli- 
cation of reason in the atmosphere of the judicial chamber. To 
be lasting and effective, both groups concerned should recognize 
the role of the modern hospital in our present day society on 
the one hand and, on the other, the necessity of maintaining 
those conditions of medical practice in hospitals and other in- 
stitutions that are essential in the production of a constantly 
improving quantity and quality of medical care and the continued 
advancement of the science and art of medicine. 

The proper provision for the orderly medical care of the non- 
insurable group is one of our most pressing necessities. To a 
very considerable extent this is being accomplished through 
philanthropy or through state and local governmental agencies. 
Much remains to be done in this field and organized medicine— 
local, state, and national—should increase its efforts for making 
adequate provision for financing the care of this group. Much 
has been gained, but now is not the time for self-satisfaction 
Further improvement and extension of voluntary prepayment 
plans, together with better provision for the care of the non- 
insurable, will set at rest further agitation for compulsory health 
insurance or other objectionable forms of governmental inter- 
ference. 

The revolution that has occurred in medicine has taken place 
during a period of industrial revolution that has changed us 
from a rural to an urban people. Industry itself has brought 
many new complications into the field of medicine. Fresh in- 
dustrial hazards to the workers have developed as well as added 
environmental hazards to the surrounding population. With the 
rise of the power of organized labor, greater and greater demands 
are being made upon medicine to furnish so-called comprehen- 
sive medical care to industrial groups. These plans for compre- 
hensive medical care need to be considered carefully, not only 
as to how well they will meet the realistic requirements of the 
industrial groups but also their effect on the quality as well as 
the quantity of care that in the future will be available, not 
only to these particular groups but to all of our people. Leaders 
of. industry, labor groups, and medicine are all properly con- 
cerned that in efforts to get greater coverage the sound principles 
of practice be preserved to the end that the quality of care is 
not adversely affected. The time has come when representatives 
_of these three groups should sit down in an atmosphere of good 
will to discuss their mutual problem. 

Conditions under which medicine is practiced have changed 
radically, but the basic philosophy of medicine has not changed. 
Our obligation is to bring the best that medicine can offer to the 
individual patient. The best is not developed alone by the utiliza- 
tion of the total resources of scientific medicine, no matter how 
expertly applied. Good medicine is the practice of the art of 
healing. Full use should be made of all that is offered by science. 
Medicine is indeed sterile, however, if it goes no further than 
that. To be fully effective, it must deal with individuals and not 
with masses alone. Unfortunately, it is held by many that mass 
production and the ballyhoo of the carnival can meet the medical 
needs of the people. This concept often finds expression in the 
political field with poorly conceived and ill-directed legislative 
proposals. 

One of our major needs is to utilize most effectively our total 
medical resources. In striving for this objective, we have been 
brought into opposition wiih the veterans organization and with 
representatives of the medical services of the armed forces. We 
can understand the desire of representatives of certain groups to 
look out for the special interests of their group. We believe that 
the just medical requirements of service-connected personnel or 
disabled veterans can be met and proper care of the dependents 
of service personnel provided without a continued and wasteful 
expansion of the federal medical services. We do have a deeper 
concern, however, and that is that a high quality of medical 
care for all of our people be developed and maintained. This 
cannot be accomplished if we dissipate our total resources in 
personnel and facilities by moving into multiple and divergent 
channels. 

A twilight zone exists between the proper domains of the 
public health and therapeutic medicine, Environmental sanita- 
tion is no longer the limit of public health responsibility. For 
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the benefit of medicine as a whole, more light should be shed 

on this twilight zone and these contested issues clarified so that 
these two great divisions of medicine may advance side by side 
in peace and harmony. I believe that a series of conferences 
between the American Medical Association and representatives 
of public health agencies should be arranged for the purpose of 
establishing a better understanding of the relationships and 
lines of demarcation between public health and the practice of 
medicine. 

Those of us who have been fortunate enough to live and 
practice our calling in this era have much for which to be thank- 
ful. We have witnessed and have shared in these great advances 
in medicine. We have had our hands strengthened and our under- 
standing extended. We have had the supreme satisfaction of 
saving lives that formerly we could not have saved and of bring- 
ing hope and surcease of misery to millions. We have been given 
sharper tools and have learned how to use them. It behooves 
us to use them well. These great gains have been the product 
of the genius and work of many men laboring devotedly in 
many places. Medicine cannot be hurried too much without 
disaster. Slowly, brick upon brick is added to this temple of 
medicine in which we live and work. 

By reason of our knowledge we have a particular responsi- 
bility, not only to the people whom we serve but also to the 
future practitioners of our art and science. Medicine in our time 
has contributed much to human welfare and to the security and 
happiness of our people. We are its trustees, and in accordance 
with our oath we must pass it on to our successors as a living, 
growing body of knowledge. As trustees we must also transmit 
to those who follow us those high ideals of service that have 
been the shining mark of good medicine in all generations. 

The future of medicine will be secure and can be as glorious 
as its past if we uphold the principles that have made it great 
today and that have made it one of the most beneficent forces 
that moves in this modern world. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF OFFICERS 


Dr. Clifford C, Sherburne, Chairman, submitted the following 
report, which was adopted: 

Your Reference Committee on Reports of Officers discussed 
the speeches of the Speaker, President, and President-Elect. 
These speeches revealed brevity, clarity, intensity of thought and 
purpose, and appreciation of the aims and accomplishments of 
the American Medical Association and the problems of the 
future. 


Address of the President-Elect, Elmer Hess, M.D. 
Dr. Elmer Hess, President-Elect, delivered the following 
address, which was referred to the Reference Committee on 
Reports of Officers. 


It has often been said that lightning strikes in funny places. 
The living proof of this statement is standing before you; I can 
still hardly believe that you have given me the privilege of rep- 
resenting the largest and most active medical organization in 
the world. In the past year, as President-Elect of the American 
Medical Association, I have traveled many thousands of miles 
and met physicians in every part of the United States. I am 
extremely pleased with what I have seen and heard. 

The county societies and state medical associations have chosen 
for their leadership some of the finest men I have ever met. 
They are men who prove by their every action that they believe 
the best way to serve the medical profession is to put public 
interest ahead of every other consideration. I found these men 
to be vigorous, alert individuals, full of good ideas and bound- 
less energy. So long as we maintain such quality of leadership 
in our county and state societies, the American people will con- 
tinue to get the best medical care this world has ever known. 


It is, after all, in the county and state societies that all matters 
pertaining to A. M. A. policy originate. This House of Delegates 
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meets twice a year to consider the many problems brought up 
from the field. It has the solemn responsibility of deciding which 
of the proposals shall be adopted for guidance of the profession 
throughout the nation. The procedure is relatively simple, but 
some of the things which confront us today are extremely com- 
plex and should be considered as projects of special importance 
and urgency. I would like to talk to you briefly about one or 
two of these. 

One of the greatest medical problems in the United States 
today is that of mental and emotional illness. Leading psychi- 
atrists believe that at least 50% of all patients who come to 
physicians’ offices have a mental or emotional disturbance along 
with their physical disability. And because at least half of our 
patients seem to fall in this category I think that mental health 
becomes automatically a concern of all practicing physicians— 
not just of the psychiatrists. Currently about 10 million Ameri- 
cans are suffering from mental and emotional disturbances and 
more than half of the nation’s hospital beds are occupied by 
these patients. If any medical situation ever deserved the atten- 
tion of every physician in the country, this is it. 

In my book, the nation’s physicians should be the leaders in 
any campaign to overcome the ravages of mental illness. Great 
numbers of mentai patients could be returned to useful, produc- 
tive lives if they receive the proper medical as well as psychiatric 
treatment. Instead, today we have a s¥stem of understaffed, over- 
crowded institutions in which the mentally ill have little hope 
for cure—they are virtually tossed on a human junk pile. 

Through their state and county medical societies physicians 
can reawaken the interest of their respective communities in the 
public and private mental hospitals. They should encourage the 
public and private mental hospitals to seek the cooperation of 
the citizens in the areas where they are located. This job can 
and should be done on the local state and county levels, because 
the needs vary throughout the United States. 

There are a number of specific ways in which our members 
can help to put this program across. Physicians should take an 
increasingly active part in the development of more psychiatric 
units in general hospitals. Standards for such units are now 
published by the American Psychiatric Association. 

Another important step which we can take, and one which 
I have recommended previously, is that physicians give one 
day a week to work in state or county mental hospitals near their 
homes. They need our help desperately, and we should offer it. 
In some states arrangements have already been made for these 
hospitals to retain young physicians on a part-time basis as 
attending staff physicians. I believe this procedure should be en- 
couraged, because it would be one good way to arouse the 
interest of general physicians in this type of work. 

I think that the interest of general physicians in mental health 
work can also be stimulated through development of residency 
training programs for nonpsychiatric residents in state mental 
hospitals. At least two states, Illinois and Massachusetts, have 
already developed programs of this nature. Others should be 
encouraged to follow suit. 

A suggestion has been made to me that state and county 
medical societies be encouraged to establish psychiatric consul- 
tation services for their general physician members. These serv- 
ices would be provided by the psychiatrists who are members 
of the societies. Consultation services of this nature now exist 
in Boston, New York, and San Francisco. I think this sugges- 
tion is worthy of serious consideration. 

I am pleased by the increased interest of our state medical 
associations in mental health prciiems. When the A. M. A.’s 
Council on Mental Health was formed three years ago, there 
were in existence only 24 state medical association committees 
on mental health. Now we have mental health committees in 
40 states. I hope the remainder will soon join us in this very 
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important work on what is probably the toughest medical 
problem confronting us today. 

Another very serious problem facing us is the medical care 
of the low income, no income group. Although more than 100 
million of our citizens have voluntarily availed themselves of 
insurance protection against the cost of illness, there are many 
of our citizens who cannot afford to purchase even the most 
modest type of coverage. These include the unemployables, the 
older people who live on very small pensions, and those who 
cannot improve their economic status no matter how they try. 

Our President, Dr. Walter Martin, has worked very hard dur- 
ing the past year to keep this problem before us and to devise 
a workable program for the medical and hospital care of these 
individuals. I intend to carry on the work he has so earnestly 
pursued. 


Traditionally, the physicians have provided free medical serv- 
ice to those who could not afford to pay. However, someone 
must also look after their hospital care, and I believe that is 
the responsibility of taxpayers in the local communities. As tax- 
payers also, we physicians have a double responsibility. Through 
our state and county medical societies we must provide the 
leadership to develop adequate state and county public hospital 
care programs for the low income, no income group of our 
citizens. We should intensify our efforts in this direction. 


One other problem which I think should concern us deeply 
is the slaughter and the mayhem that occur on our highways 
each day of the week. Since we are so directly concerned in the 
care and the treatment of those who are mangled and maimed 
in automobile accidents, I think we should not hesitate to take 
the lead in an intensive campaign to eliminate this needless 
bloodshed. The automobile is a lethal weapon and should only 
be placed in the hands of those who are mentally and physically 
qualified to drive. There are many license-carrying motorists 
today who are temperamentally unfit to drive; they should be 
weeded out. 


It is ironic that in an age of great medical achievement, aimed 
at prolonging life, we can be so apparently indifferent to the 
havoc which results on our streets and highways because of 
sloppy and arrogant driving. A few weeks ago, while going 
through a preparatory interview for a television show, I sug- 
gested to the reporter that I would like to make some comments 
on this very subject. His reaction astounded me. “If you don’t 
mind, doctor, we would just as soon skip that,” he said. “We've 
been saturating our programs with traffic safety stuff and the 
people are tired of it.” 


Now, isn’t that some comment? ... The people are tired of 
it. . . . It wasn’t the reporter’s fault, I know, but if that is the 
public attitude on a disgraceful national performance, then it’s 
time for someone to take up the club. 


Because of the continued high rate of highway deaths and 
injuries, it would appear that our people are totally indifferent 
and that our traffic regulations are inadequate to cope with the 
situation. I think we should all go home and work with every 
ounce of strength we have for tighter restriction on driver per- 
mits and more realistic laws to govern the conduct of our motor- 
ists. | think we could begin by insisting on rigid enforcement 
of the laws which are already on the books. 


We have had a lot of trouble concerning the doctor draft, 
and, of course, we are opposed to it in peacetime, but I would 
like to see some state delegation bring in a resolution, petitioning 
Congress to make the salaries of the men in the regular medical 
services of the various medical corps adequate for the responsi- 
bility and the work that these men are called upon to do. I think 
the main reason that we do not have sufficient numbers of men 
in the regular medical corps of the services is an economic one. 
I think these men are poorly paid; ia fact, I think they are 
underpaid for the work they do. I hope somebody will present 
such a resolution. 
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The problems I have mentioned here are but a few of the 
very important matters facing us. There are many other con- 
tinuing programs which we shall fulfill. We have a wide range 
of activities in such fields as medical education, voluntary health 
insurance, industrial health, national defense, medical research, 
medical economics, and a never-ending fight against quackery. 
| shall speak and write on many of these subjects during the 
months ahead, and | shall try with all my heart to live up to 
the fine performances of the distinguished men who preceded 
me in this office. 


I would, however, like to bring to your attention one other 
matter of paramount importance. Early last year the A. M. A. 
Board of Trustees established a Committee on Medical Practices 
under the very able chairmanship of Dr. Stanley R. Truman. 
This committee spent several months in studying the basic causes 
of fee-splitting and other unethical conduct which has brought 
much unfavorable publicity for the profession. 


About a month ago, the Committee reported its findings to 
the Board and suggested a four-point program to correct the 
faults which had been uncovered. This program would create 
a special committee to work out a proper relationship between 
fees for various medical and surgical specialties, set up a public 
education campaign to increase the public’s appreciation of non- 
surgical work, encourage the various specialty boards to re- 
appraise their regulations, and discourage arbitrary restrictions 
by hospitals against general practitioners. I ask only that each 
of you read this report very carefully and give it your most 
serious consideration. 


I have been increasingly convinced of another very important 
thing which I would like to bring before you now. We have in 
Washington a very efficient Washington Office, handled by very 
efficient executives. To me, that isn’t enough. I believe that the 
time has come when the American Medical Association has to 
consider seriously moving its headquarters from Chicago to the 
city of Washington where we can be on the scene at all times, 
because the future of American medicine lies in what happens 
in Washington, not in Chicago. That doesn’t mean that I want 
any hasty action taken; I do not. But I do want a committee 
appointed at a high level in the American Medical Association 
to study fully either the entire removal of the Association to 
Washington or at least the removal of the executive offices so 
we can be at the seat of the trouble before it starts, not after- 
ward, and I sincerely hope that some state delegation will bring 
in such a resolution, that such a committee be appointed, and 
I hope that on that committee there will be no one who has 
any axe to grind but that it will be composed of people who will 
give us a factual study of the need for either a partial or complete 
removal of our headquarters from Chicago to Washington, 


We in the medical profession have become more and more 
concerned over the medical aspects of freedom during recent 
years. We have fought hard against such obvious threats as 
national compulsory health insurance, which would curtail the 
freedom of both patients and physicians, while providing medi- 
ocre medical care at a high cost. We also have opposed numer- 
ous fringe measures which, in devious and subtle ways, would 
extend government control over various segments of the nation’s 
medical care system. We have begun to recognize the social- 
istic dangers presented by the constant expansion of existing 
federal medical care plans. We are now having high ievel con- 
ferences on the various federal medical services programs. 


However, it is not enough for physicians to be concerned 
only over threats to freedom in medicine. Nor is it enough for 
businessmen, industrialists, workers, or teachers to be aroused 
only when their own spheres of activity are menaced by pro- 
posals for increased government control. All of us, in all social 
and economic levels of American life, should join together in 
an outspoken protest against a way of living that is entirely 
foreign to our fundamental principles of government. 
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In the world today, we need only to look around us to see 
that the healthiest nations—politically, economically, and spiri- 
tually—are those in which a maximum of freedom has been 
preserved. We have no place in America for those who would 
destroy the freedom of the individual and make us wards of 
the state. 

When we speak out for freedom, let us do so boldly and 
without fear of being tagged with a meaningless label. Those 
of us who are on the so-called right, politically speaking, are 
in fact working in the trve liberal tradition—on behalf of human 
freedom and the dignity of the individual, and against the ex- 
ploitation of human beings by dominant authority of any kind. 
Conversely, those of the so-called political left—many of whom 
masquerade falsely as “liberals” or “progressives’—are today 
the real reactionaries. They hark back to the outworn philosophy 
of centralized power, supremacy of the state over the individual, 
and autocratic control over both political and economic freedom. 


In this House of Delegates we represent over 153,000 indi- 
vidual physicians. We can do much good for medicine and for 
our citizens, but only if we take a real, active interest in the 
problems of both. I would ask each of you to go back to your 
respective home states and vigorously support our principles and 
policies and work diligently to carry out whatever programs we 
here decide upon, 

Every delegate to this house should be the number one mis- 
sionary in his home state. We should be tireless in our effort 
and, by personal example, encourage more frequent attendance 
at county society meetings and active participation in organiza- 
tional affairs. There is nothing that the A. M. A. can accomplish 
without your individual support and the interest of your county 
societies. 

You men give your officers a tremendous amount of work to 
do every year. It is terrific, 1 know. I think that we have to 
consider, if you want us to do the work that you are placing 
on our desks to do, some increased funds to do the work. I 
think you have to consider some day soon an increase in the 
dues for the American Medical Association. I know nobody 
likes to pay out money, but it costs money to do the things you 
ask us to do, and I hope you will keep that in mind as you go 
through your deliberations at this meeting. 

The two meetings which the A. M. A. holds each year to 
discuss the policies of the Association are just as important as 
are the scientific meetings. We furnish for the scientists a forum 
where they may debate the issues so important to the clinical 
application of the various types of medical research. The House 
of Delegates has the duty only to decide policies at the national 
level. These really have little to do with science per se, but have 
a great deal to do with our relationship with each other, with 
other organizations and the public. The real test of our national 
policies must be based on the confidence the people have in each 
of us as we go about our daily task of ministering to the sick 
and unfortunate. 

In closing, I would like to call your attention to the many 
men and women at headquarters who devote their time and study 
to our daily problems and who so well have carried out the 
orders of the House of Delegates and the Board of Trustees. 
I think they deserve our most heartfelt gratitude. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF OFFICERS 

Dr. Clifford C. Sherburne, Chairman, presented the following 
report, which was adopted: 

Your Reference Committee on Reports of Officers discussed 
the speeches of the Speaker, President, and President-Elect. 
These speeches revealed brevity, clarity, intensity of thought and 
purpose, and appreciation of the aims and accomplishments of 
the American Medical Association and the problems of the 
future. 

(To be continued) 
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MEDICAL NEWS 


ALABAMA 


Grants for Research in Arthritis—The Medical College of 
Alabama, Birmingham, recently announced federal grants total- 
ing almost $97,000. An initial grant of $41,418 was approved 
by the National Institute of Arthritis and Metabolic Diseases, 
National Institutes of Health, Department of Health, Education 
and Welfare, and continuing annual grants of $13,878 for four 
years were approved for the research, which is a joint project 
of the departments of biochemistry and of medicine. 


ARIZONA 


Personal.—Dr. Esther M. Closson, Tucson, was recently ap- 
pointed Pima County Health director, succeeding Dr. Lewis H. 
Howard, who resigned after 34 years of service. 


Research on Amyotrophic Lateral Sclerosis—The Phoenix In- 
stitute of Neurology and Psychiatry, which is conducting a re- 
search project on amyotrophic lateral sclerosis, will welcome the 
cooperation of any physician who has patients with this con- 
dition. Initial studies indicate the possibility of a vascular dis- 
turbance in the affected areas of the medulla oblongata, owing 
to compression of the vertebral arteries by proliferative changes 
in one or several cervical vertebrae. The institute is greatly in- 
terested in obtaining films of the cervical spine in patients suffer- 
ing from amyotrophic lateral sclerosis, especially in regard to 
the course of the vertebral artery. Any patients referred to the 
institute for this research project will be examined free of charge 
on the request of the referring physician. 


CALIFORNIA 


Medical Electronics Group.—The Professional Group on 
Medical Electronics of the San Francisco Section Institute of 
Radio Engineers invites physicians in practice and research 
capacities in the San Francisco Bay area to become affiliate 
members at a membership fee of $3.50. This fee provides the 
affiliate with continuing notifications of regional meetings as well 
as two publications covering papers from the medical electronics’ 
sessions of the 1954 national convention and including the trans- 
actions of the Professional! Group on Medical Electronics. In- 
formation may be obtained from Dr. Lee B. Lusted, chairman 
of the group, University of California Hospital, San Fran- 
cisco 22. 


Session on Neurology.—Included in a group of single session 


classes in Recent Advances in Medicine, being offered by the | 


University of California Extension at the medical center on the 
Los Angeles campus, is an afternoon session on problems in 
neurology, July 27. The focus for attention in the program will 
be those disorders of the nervous system that occur with great 
frequency. In addition, the role of the electroencephalogram in 
the diagnosis of convulsive disorders and brain lesions will be 
described. Information concerning this and other U. C. L. A. 
summer medical courses is available on request to Dr. Thomas 
H. Sternberg, Assistant Dean for Postgraduate Medical Edu- 
cation, University of California, Los Angeles 24. 


CONNECTICUT 


University News.—The following appointments to the faculty 
of Yale University School of Medicine, New Haven, became 
effective in January: Dr. Erval Richard Coffey, director of health 
at Greenwich, to be lecturer in public health; Dr. Lewis 
Lawrence Levy, chief of the neurology section of the Veterans 
Administration Hospital at West Haven, to be assistant clinical 
professor of psychiatry (neurology); Dr. Howard Marget Spiro 


Physicians are invited to send to this department items of news of gen- 
eral interest, for example, those relating to society activities, new hospitals, 
education, and public health. Programs should be received at least three 
weeks before the date of meeting. 


to be instructor in medicine; and Dr. Bryant Miner Wedge, who 
is with the division of mental hygiene, department of university 
health, to be assistant clinical professor of psychiatry. 


Graduate Program in Medical Sociology.—Y ale University, New 
Haven, has announced a new graduate program in medical soci- 
ology, said to be the first of its kind in the nation, to train 
students to apply the knowledge and techniques of sociology to 
the fields of medicine and public health. Two grants totaling 
$67,000, plus tuition scholarships from Yale, will provide 
financial support for the program, which will open next fall with 
advanced students in sociology, selected from graduate schools 
throughout the nation. During the first year the student of 
medical sociology will study the application of medical knowl- 
edge to public health problems, as well as the relationship of 
public health to various sociologic phenomena. He will take 
courses in both the department of sociology and the Yale School 
of Medicine. The second year of the program is devoted to a 
dissertation, which is expected to be in the field of health or 
medical problems and society. The medical sociology program 
will be organized as a graduate unit within the department of 
sociology and guided by the faculty study unit directed by Leo 
W. Simmons, professor of sociology. Working closely with Dean 
Vernon W. Lippard of the Yale University School of Medicine, 
the study unit acts as a research and planning group and as 
liaison between the fields of sociology and medicine. 


ILLINOIS 


Society News.—The Illinois Association of Medical Health 
Officers recently elected Dr. John B. Hall, Chicago, president; 
Dr. Herbert S. Ratner, Oak Park, president-elect; and Dr. 
Nicholas R. Frankovelgia, Berwyn, secretary-treasurer. 


Northwestern Announces Vast Expansion Program.—A _ long- 
range development plan was announced June 13 by Dr. J. Roscoe 
Miller, president of Northwestern University. The program in- 
cludes: a 42 million dollar endowment for “supporting faculty 
salaries”; 9.5 million dollars for student aid; 21 million dollars 
for research and clinics; 42 million for the Evanston campus 
physical facilities; and 24 million for the Chicago campus. Dr. 
Miller announced that under the program for scholars, great 
professors will be brought to Northwestern for limited periods 
after their retirement elsewhere. They will have no formal teach- 
ing duties but will continue with research and writing and be 
available for consultation. The program for the Chicago campus 
includes a specialty hospital, a maternity hospital, and a hospital 
for neuropsychiatric treatment and research; a child clinic center; 
and increased support for present clinics. Plans for the Evanston 
campus include a nuclear studies unit and a new student health 
center. No timetable has been announced for the development 
program. 


Chicago 


Grant for Cancer Research.—The American Cancer Society, 
Illinois division, has given $7,250 to the Hektoen Institute for 
Medical Research of the Cook County Hospital for special 
research in the field of hematology concerning leukemia and 
other malignant diseases. This work will be conducted under the 
direction of Dr. Steven O. Schwartz, director of hematology, 
Hektoen Institute. 


Rorschach Test Workshops.—The 1955 summer workshops on 
the Rorschach test will be conducted at the University of Chicago 
by Samuel J. Beck, Ph.D., July 11-15 and July 18-22. The basic 
processes in test evaluation will occupy the first week. The 
second week will be devoted to problems of advanced clinical 
interpretation, exemplified by children in disturbed states and 
by adults with mild neurotic conditions. Workshop | may be 
taken by students at, or ready for, the intern level. Admission 
to Workshop 2 is limited to psychologists and psychiatrists in 
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clinical positions or practice. For full information, write to 
Executive Secretary, Department of Psychology, the University 
of Chicago, 5728 S. Ellis Ave., Chicago 37. 


Hespital News.—The Edgewater Hospital recently opened the 
following new additions: (1) Mazel House, an air-conditioned 
unit that doubles the hospital’s bed capacity; (2) the Titus Werner 
Clinics, which are equipped to offer complete clinical service 
free or at a minimum charge; (3) the Mayer Kaplan Research 
Foundation for research in diseases such as cancer and coronary 
heart disease; and (4) the residence home, which will make 
possible a greatly increased hospital staff. Two checks total- 
ing $115,000 were recently presented to the Mount Sinai Hos- 
pital and the hospital’s Medical Research Foundation by the 
hospital’s service club at a dinner dance in the Conrad Hilton 
Hotel.—At the April meeting of the medical staff of Mount 
Sinai Hospital, the following officers were elected for 1955: Dr. 
Louis Feldman, president; Dr. Martin M. Kirshen, vice-president; 
Dr. George C. Coe, secretary; and Dr. Harry A. Gussin, 
treasurer. 


INDIANA 

Cancer Research Building —The Indiana University Medical 
Center in Indianapolis has added a cancer research building. 
Dr. Max W. Biggs of San Francisco will conduct research in 
cancer and allied fields under the sponsorship of the Inaiana 
Cancer Society and the Stewart Trust Foundation of Washing- 
ton, D. C., and will teach medical students, residents, fellows, 
and postgraduate students in specialty fields. 


Association for Retarded Children.—A newly formed organiza- 
tion in Evansville for retarded children has as its purposes (1) 
promotion of the general welfare of mentally retarded children 
at home, in the community, and in institutions; (2) development 
of a better understanding of the problem by the general public; 
(3) provision of programs for the development of retarded chil- 
dren of all ages; and (4) encouragement of the sharing of experi- 
ences of parents of retarded children and enlistment of pro- 
fessional leadership in problem areas. 


IOWA 

State Medical Election.—Newly elected officers of the Iowa 
State Medical Society include: Dr. Lonnie A. Coffin, Farming- 
ton, president; Dr. Wendell L. Downing, LeMars, president- 
elect; and Dr. Walter D. Abbott, Des Moines, vice-president. 
The 1956 annual meeting will be held in Des Moines April 
22-25. 


Dr. Galinsky Wins Award.—Dr. Leen J. Galinsky, medical 
director of Broadlawns Polk County Hospital’s tuberculosis 
department, Des Moines, received the first annual Dr. Walter L. 
Bierring award during the recent joint meeting of the lowa 
Tuberculosis and Health Association, the lowa Trudeau Society, 
and the Iowa Heart Association. The award was made “for 
meritorious service in tuberculosis control,” Dr. Galinsky having 
been instrumental in establishing home care for tuberculous 
patients in the area. 


KANSAS 

Dr. Major Becomes Emeritus Professor—Dr. Ralph H. Major, 
professor of medicine and of the history of medicine, chairman 
of the department of the history of medicine, and formerly 
chairman of the department of medicine, University of Kansas 
School of Medicine, Lawrence-Kansas City, will become emeritus 
professor July 1, after 34 years on the faculty. Dr. Major has 
accepted an appointment as visiting professor of medicine and 
honorary chief of the department of medicine of the University 
of Manila, Philippine Islands, effective this autumn. He plans 
to stay there about one semester and then return, with his wife, 
. Via a world cruise. 


University News.—Dr. Edward B. Shires was recently appointed 
assistant professor of physical medicine at the University of 
Kansas School of Medicine, Lawrence-Kansas City. Dr. 
; George L. Curran, an established investigator of the American 
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Heart Association, formerly on the faculty of Columbia Univer- 
sity College of Physicians and Surgeons, New York, and research 
associate of the Mary Imogene Bassett Hospital, Cooperstown, 
N. Y., has been appointed to the faculty of the department of 


’ medicine, University of Kansas School of Medicine, Lawrence- 


Kansas City, as assistant professor. Dr. Curran will continue his 
biochemical research with cholesterol in the metabolic disease 
section of the department of medicine, working primarily with 
Dr. Robert E. Bolinger of the metabolic section and with the 
cardiovascular laboratory, in which Dr. Curran also holds an 
appointment. Dr. Curran is the author of a number of research 
papers on cholesterol synthesis. 


MARYLAND 


State Medical Election.—Newly elected officers of the Medical 
and Chirurgical Faculty of the State of Maryland include: Dr. 
William H. F. Warthen, Towson, president; Drs. Beverley C. 
Compton, Baltimore, Ernest F. Poole, Hagerstown, and Henry 
A. Briele, Salisbury, vice-presidents; Dr. Everett S. Diggs, 
Baltimore, secretary; and Dr. Wetherbee Fort, Baltimore, 
treasurer. 


Dr. Woods Retires.—In July, having reached the academic re- 
tirement age, Dr. Alan C. Woods will retire as professor of 
ophthalmology and director of the department of ophthalmology 
at his alma mater, the Johns Hopkins University School of 
Medicine, as ophthal i 
Hospital, and as director of the Wilmer Institute in Baltimore. 
He will be succeeded by Dr. Alfred Maumenee, presently pro- 
fessor of surgery (ophthalmology), Stanford University School 
of Medicine, San Francisco. 


MASSACHUSETTS 

Leon Levinson Fund.—The Graduate Club of Boston of the 
Phi Delta Epsilon Fraternity announces the formation of a fund 
to be established at Tufts College Medical School in memory 
of the late Dr. Leon Levinson of Boston. Interested persons may 
obtain details from Dr. Edward L. Zarsky, 422 Beacon St., 
Boston. 


Dr. Keefer Appointed Medical School Director.—Dr. Chester 
Scott Keefer, for the past 15 years Wade Professor of Medicine 
at the Boston University School of Medicine, has been appointed 
director of the school. On July 1 he will succeed Dr. James M. 
Faulkner, who will remain on the faculty of the school of 
medicine as professor of clinical medicine and will become visit- 
ing physician and member of the department of clinical research 
and preventive medicine in the Massachusetts Memorial Hospitals 
(THE JouRNAL, May 21, 1955, page 202). Dr. Keefer, who is 
physician-in-chief and director of clinical research in preventive 
medicine at the Massachusetts Memorial Hospitals, will even- 
tually become director of the projected Boston University 
Medical Center. In his new appointment as director of the school 
of medicine, his responsibilities, as senior administrative officer, 
will be those functions regularly performed by the dean of the 
school. Under the new arrangement Dr. Keefer is charged with 
coordination of the educational program of the university’s 
school of medicine and the services performed by the Massa- 
chusetts Memorial Hospitals. Dr. Keefer was named recently as 
special assistant on health and medical affairs to Mrs. Oveta 
Culp Hobby, U. S. Secretary of Health, Education, and Welfare. 


MICHIGAN 


Grant for Nursing School.—A gift of $500,000 has been made 
to Sinai Hospital, Detroit, by the Cunningham Drug Company 
Foundation and the Nate S. and Ruth B. Shapero Foundation. 
The money will be used to establish a school to train 48 practical 
nurses through a one year course and to do research and study 
of problems that beset the nursing field in general. The new 
school, to be called the Shapero School of Nursing, will in- 
crease by about 10% the number of practical nurses being 
trained annually in Detroit. This wili be more than enough for 
Sinai Hospital’s needs, and it is anticipated that the school will 
help to fill a community need. 


V 1s 
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Multiple Screening Program.—A new community venture in 
public health in Michigan began in Livingston County on April 
25, when a four week trial “multiple-screening” program was 
launched by the Livingston County Medical Society, the Cancer 
Society, and the Michigan Department of Health. The “multiple 
screening” procedure, which checks for signs of many diseases 
at one time, is being tested as a possible means to help combat 
chronic diseases. Working with county medical societies and 
other groups, the state health department already has completed 
several of the programs in industries, but the Livington county 
project is the first on a community-wide basis. 


NEW MEXICO 


State Medical Election—Newly elected officers of the New 
Mexico Medical Society include: Dr. Earl L. Malone, Roswell, 
president; Dr. Stuart W. Adler, Albuquerque, president-elect; 
Dr. Samuel R. Ziegler, Espanola, vice-president; and Dr. Lewis 
M. Overton, Albuquerque, secretary-treasurer. 


NEW YORK 


Appoint New Physiology Head.—Appointment of Robert S. 
Alexander, Ph.D., as chairman of the department of physiology 
at Albany Medical College was announced by Harold C. 
Wiggers, Ph.D., dean, who has held the physiology chairmanship 
since his affiliation with the college in 1947 and now relinquishes 
it because of heavy administrative duties. Presently an associate 
professor of physiology at the University of Georgia School of 
Medicine, Augusta, Dr. Alexander will assume his new duties 
on July 1 in Albany, where he plans to amplify his original 
research in pulmonary and circulatory function as well as to 
continue the studies already in progress. Since 1952 Dr. Alexan- 
der has been assistant editor of Circulation Research. 


Albany Alumni Offer Scholarship Awards.—Albany Medical 
College announces the establishment of the following new 
scholarship awards by alumni: 

1. The Maurice J. Lewi scholarship, in honor of Dr. Lewi of the class 
of 1877, to be awarded to a student selected on the basis of scholarship 
and financial need and who, in the opinion of the faculty, possesses 
qualities necessary to become a dedicated practitioner. 


2. The Harold Lewis scholarship, made possible by a bequest of Harold 
L. Lewis, father of Dr. Phillip L. Lewis of the class of 1947. The choice 
of the recipient, to be selected by a committee of the faculty, will take 
into consideration the financial need of the applicant and outstanding 
characteristics of aptitude, personality, and intellectual capacity. 


3. Special Alumni award, from an anonymous donor, member of the 
class of 1953. This award is to be given to a student who “needs financial 
assistance,”’ and who, in the opinion of the faculty, possesses the personal 
characteristics deemed desirable in the practice of medicine. 


Dr. George Whipple to Retire —Dr. George Hoyt Whipple, dean 
of the University of Rochester School of Medicine for 32 years, 
will retire June 30 at the age of 76 after 50 years of distinguished 
service to medical education. Although retiring as an active 
member of the faculty, he plans to continue his research at the 
medical school. Dr. Whipple, whose studies in the indispensable 
role of certain foods, principally liver, in the formation of 
hemoglobin pointed the way to the cure of pernicious anemia, 
was awarded the Nobel prize in 1934, jointly with the late Dr. 
George F. Minot, discoverer of the cure for pernicious anemia, 
and Dr. William P. Murphy. As an outgrowth of Dr. Whipple’s 
research on anemia, the University of Rochester has been enabled 
to set up three new endowment funds. These were made possible 
by payments by the Eli Lilly Company over a period of 30 years 
for work in the university’s pathology laboratory in the study 
and standardization of secondary anemia liver extracts, in col- 
laboration with the pharmaceutical firm. One fund of $250,009 
has been established to endow a chair in pathology, designated 
by the university as the George Hoyt Whipple Professorship in 
Pathology. A second endowment fund, $300,000, has been 
created to provide 12 annual scholarships of $1,000 each, 4 to 
be given to premedical students, 4 to be given to medical stu- 
dents, and 4 to be given to fourth year medical students just 
before the time of hospital appointments. The third new fund, 
$75,000, will endow visiting lectureships in honor of Wa'ter R. 
Bloor, Ph.D., John R. Murlin, Ph.D., and the late Dr. Samuel 
W. Clausen. 
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New York City 

Samuel Rubin Foundation Scholarships.—A grant of $60,000, 
awarded New York University College of Medicine by the 
Samuel Rubin Foundation, Inc., will provide multiple scholar- 
ships in amounts up to $500 each over an extended period of 
years. The Samuel Rubin Foundation scholarships will be 
awarded to needy and worthy students on the recommendation 
of the NYU College of Medicine committee on student aid. 


Dr. Lattimer Accepts New Posts.—Dr. John Kingsley Lattimer 
has been appointed attending urologist and director of the Pres- 
byterian Hospital’s urologic service, known as the J. Bentley 
Squier Urological Clinic, and professor of urology and executive 
officer of the department of urology in Columbia University 
College of Physicians and Surgeons. The appointments become 
effective July 1. Dr. Lattimer succeeds Dr. George F. Cahill, 
who has been on the teaching staff of the faculty of medicine 
since 1917 and with the hospital since 1920. On July 1 Dr. 
Cahill will become consultant to the hospital and professor 
emeritus of the university. Dr. Lattimer serves as consultant to 
the research unit for renal tuberculosis of the Veterans Adminis- 
tration Hospital in the Bronx; as consultant for renal tuberculosis 
to the committee on therapy of the National Tuberculosis 
Association; and as a member of the committee on surgery for 
tuberculosis of the Veterans Administration. 


University News.—Columbia University, which plans to broaden 
its teaching and research program in public health, announces 
that, after June 30, its 34-year-old School of Public Health will 
be known as the School of Public Health and Administrative 
Medicine. This change will be effected by absorbing into the 
organizational structure of the school the 5-year-old Institute 
of Administrative Medicine. The School of Public Health and 
Administrative Medicine will join the other units under the aegis 
of the faculty of medicine at the Columbia-Presbyterian Medical 
Center in upper Manhattan. These include the college of physi- 
cians and surgeons, the school of dental and oral surgery, and the 
department of nursing. A $1,415 contribution from the 
parents association of the State University of New York College 
of Medicine at New York City, Brooklyn, has been turned over 
to the college’s committee on scholarships and loans, to be used 
for partial financial assistance of five students——Columbia 
University College of Physicians and Surgeons announces the 
following appointments, effective July 1: Dr. John H. Mc- 
Clement, chief of the tuberculosis service of the Veterans Ad- 
ministration Hospital at Salt Lake City, has been named associ- 
ate professor of medicine and visiting physician in charge of the 
chest service of the first division at Bellevue Hospital; and Dr. 
Fred V. Lucas, who has been affiliated with the University of 
Rochester School of Medicine and Dentistry and with Strong 
Memorial Hospital since 1950, has been appointed associate 
professor of pathology and will be associate attending pathologist 
in the Presbyterian Hospital. 


OHIO 


State Medical Election.—At the annual meeting of the Ohio 
State Medical Association Dr. David W. Heusinkveld, Cincin- 
nati, was installed as president; Dr. Charles L. Hudson, Cleve- 
land, president-elect; and Dr. Richard L. Meiling, Columbus, 
treasurer (reelected). The 1956 annual meeting will be held in 
Cleveland, April 24-27; the 1957 annual meeting in Columbus, 
May 14-17; and the 1958 annual meeting in Cincinnati, April 
15-18. 


University News.—Dr. Sidney W. Nelson of the University of 
Chicago clinics has been appointed chairman of the department 
of radiology, Ohio State University College of Medicine, Colum- 
bus, effective July 1. He succeeds Dr. Hugh J. Means, retired. 
——Dr. James P. Hughes, formerly affiliated with the depart- 
ment of industrial medicine at the University of Cincinnati 
College of Medicine, has been named associate professor of pre- 
ventive medicine at the health center, Ohio State University, 
Columbus. 
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RHODE ISLAND 


State Medical Election.—Newly elected officers of the Rhode 
Island Medical Society include: Dr. Frank B. Cutts, Providence, 
president; Dr. Charles L. Farrell, Pawtucket, president-elect; 
Dr. John G. Walsh, Providence, vice-president; Dr. Thomas 
Perry Jr., Providence, secretary; Dr. John A. Dillon, Providence, 
treasurer; and John E. Farrell, Sc.D., Rumford, executive 
secretary. 


SOUTH CAROLINA 


Society News.—The South Carolina Society of Anesthesiologists 
recently elected Dr. Richard E. Edmondson, Anderson, presi- 
dent; Dr. Kenneth E. Bray, Columbia, vice-president; and Dr. 
John C. Doerr, Charleston, secretary-treasurer. 


Seminar on the Premature Infant.—The first in a series of 
seminars will be offered June 29 in the classroom of the Edu- 
cational Building, Orangeburg Regional Hospital, under the 
sponsorship of the Edisto Medical Society, the committee on 
infant mortality of the South Carolina Medical Association, and 
the maternal and child health division of the State Board of 
Health. “Nursing Aspects of Prematurity” is the theme for the 
afternoon session, 4-6 p. m., which will include presentation of 
home care, hospital care, demonstration, and discussion by regis- 
tered nurses. At the evening session, 8:30-10:30 p. m., “Ob- 
stetrical Aspects of Prematurity” will be considered by Dr. 
Herbert M. Black, Columbia, and “Pediatric Aspects of Pre- 
maturity” by Dr. Ethel M. Madden, Columbia. Dinner reserva- 
tions (7:30 p. m.) may be made through Dr. Richard C. Horger, 
Orangeburg. Dinner will be at Jack Nolen’s Court Restaurant, 
Edisto Drive, Route 301 S. 


TEXAS 


Postgraduate Assembly In Houston.—The 2\Ist annual session 
of the Postgraduate Medical Assembly of South Texas will be 
held at the Shamrock Hotel July 18-20. The registration fee of 
$20 may be sent to the executive office of the Postgraduate 
Medical Assembly of South Texas, 412 Jesse H. Jones Library 
Bldg., Houston 25. Guest speakers and their first presentations 
will include: 
Axel N. Arneson, St. Louis, Review of Recent Advances in Treatment 
of Pelvic Cancer. 
Garnet W. Ault, Washington, D. C., Changing Trends in Management 
of Diverticulosis and Diverticulitis (Kodachromes). 
Walter P. Blount, Milwaukee, Fractures in Children. 
James Barrett Brown, Washington, D. C., Management of Compound 
Facial Injuries, Including Internal Wire Fixation of Fractures. 
George T. Pack, New York, Problem of Pigmented Moles and Malignant 
Melanomas. 
F. Johnson Putney, Philadelphia, Benign Lesions of Lower Esophagus. 
Tracy O. Powell, Los Angeles, Certain Anomalies of Genitourinary 
Tract in Children. 
Donald F. Hill, Tucson, Ariz., Rheumatoid Arthritis. Early Diagnosis 
and Basic Treatment. 
Maurice S. Segal, Boston, Advances in Inhalational Therapy. 
Joseph Stokes Jr., Philadelphia, Viral Hepatitis. 
H. Hudnall Ware Jr., Richmond, Va., Management of Breech Presen- 
tation, 
Edgar A. Hines Jr., Rochester, Minn., Physical Examination of Patients 
for Peripheral Vascular Disease. 
Ewald W. Busse, Durham, N. C., Principals of Marital Counseling for 
the General Practitioner. 
J. Lamar Callaway, Durham, N. C., Diagnosis and Management of 
Acute and Subacute Lupus Erythematosus. 
Paul R. Cannon, Chicago, Complications of Antibiotic Therapy. 
Thomas M. Durant, Philadelphia, Myocardial Insufficiency in the 
Elderly. 
Algernon B. Reese, New York, Applied Anatomy of the Eve. 
Frank D. Lathrop, Boston, Diseases of the Salivary Glands. 
John M. McLean, New York, Survey of Techniques in Retinal Detach- 
ment Surgery. 
Harold A. Zintel, New York, Shock, Blood and Blood Substitute. 


WEST VIRGINIA 


Hospital News.— Morris Memorial Hospital for Crippled Chil- 
dren, Milton, will undergo a gradual transition from a hospital 
used primarily for the treatment of poliomyelitis to a rehabilita- 
tion center for crippled children and adults. The hospital, which 
will continue to treat poliomyelitis patients, will be operated in 
much the same manner as heretofore, and the present lay ad- 
ministration will be retained. 
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ALASKA 


Society News.—At the annual meeting of the Alaska Territorial 
Medical Association Dr. Milo H. Fritz, Anchorage, was elected 
president; Dr. Louis A. Salazar, Ketchikan, first vice-president; 
Dr. Hugh B. Fate, Fairbanks, second vice-president; and Dr. 
Robert B. Wilkins, Anchorage, secretary-treasurer. 


Publication on Medical Facilities—In a recent publication two 
large pages of pictures and narrative entitled “Public Health and 
Medical Facilities in Alaska” describe the work of the Alaska 
Department of Health as well as other agencies. Entitled “This 
Is Alaska Today,” the publication, a 75 page booklet, is the 
Alaska section of the larger “Manifest of the Pacific Northwest,” 
which includes sections on Washington and Oregon as well as 
on the territory. Persons seeking information about health facili- 
ties in the territory before coming to Alaska may obtain the 
reprint by writing to the Alaska Department of Health, Alaska 
Office Building, Fourth and Main streets, Juneau, 


GENERAL 


Course on Plastic Surgery.—A short course on plastic surgery 
of the head and neck will be given by the American Otorhino- 
logic Society for Plastic Surgery at the Morrison Hotel, Chicago, 
Oct. 7-9. 


Grants in Leukemia.—The Robert Roesler de Villiers Founda- 
tion, established specificaliy to encourage research for preventive 
measures, control, or cure of leukemia, will award grants-in-aid 
of not more than $1,000 each. Qualified investigators may apply 
to the Robert Roesler de Villiers Foundation, Inc., 1172 Park 
Ave., New York 28. The closing date for applications is Aug. 1. 
Grants will be made beginning Sept. 1, as recommended by the 
selection committee. 


Alcoholics Anonymous Convention.—Alcoholics Anonymous 
(A. A.) will observe its 20th anniversary at a meeting in the Kiel 
Auditorium, St. Louis, June 30 to July 3. Saturday morning 
will be devoted to “A. A. and the Medical Profession,” in which 
Dr. Harry M. Tiebout, Greenwich, Conn., vice-chairman, Con- 
necticut Commission on Alcoholism, and Dr. W. W. Bauer, 
Director, Bureau of Health Education, American Medical Asso- 
ciation, Chicago, will serve as participants. Dr. O. Arnold Kil- 
patrick, director of Hudson River State Hospital, Poughkeepsie, 
N. Y., will participate in “A. A. and Institutions” and Dr. John 
L. Norris, medical director, Eastman Kodak Company, Roches- 
ter, N. Y., in “A. A. and Industry.” 


Society for Human and Animal Mycology.—The International 
Society for Human and Animal Mycology was founded in Paris 
July 6, 1954, by a group of scientists of 10 nations, assembled 
on the occasion of the eighth International Congresses of Botany. 
The objects of the society are: to bring together qualified persons 
interested in the study of fungi that live on humans and animals; 
to encourage the formation of regional groups of these persons; 
to organize meetings of the members of the society on the 
occasion of international congresses; and to publish, as soon as 
possible, a bulletin devoted to human and animal mycology. 
Those wishing to become members of the society are invited to 
send a request for admission to the general secretary, giving 
details of their qualifications, together with a list of their scien- 
tific publications, The annual subscription has been fixed at $3. 
Information may be obtained from Prof. R. Vanbreuseghem, 
General Secretary of the International Society for Human and 
Animal Mycology, Institut de Medicine Tropicale, 155, rue 
Nationale, Antwerp, Belgium. 


Public Relations in Animal Experimentation.—For their con- 
tributions to public understanding of animal research, the 
National Society for Medical Research recently honored Charles 
F. Morgan, Ph.D., chairman of the department of physiology 
at Georgetown University School of Medicine, and Mr. Albert 
McCarthy, president of the Ann Arundel County (Maryland) 
Society for the Prevention of Cruelty to Animals. Dr. Morgan, 
a leader in the District of Columbia of forces aimed at securing 
progressive pound legislation, was cited for “bringing new speed 
and efficiency to the work of the medical schools and medical 
laboratories in the District of Columbia” by spearheading a 
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successful effort to save for laboratory use some of the thousands 
of animals formerly slaughtered uselessly at the district muni- 
cipal pound. Mr. McCarthy, a long-time humane society leader, 
was called by the citation “America’s outstanding crusader for 
the idea that all work for the alleviation of suffering is good, 
and that there should be no conflict between those whose pur- 
pose is to prevent cruelty to animals and those who must use 
animals to advance the merciful science of medicine.” 


General Practice Seminar.— The Kentucky Academy of General 
Practice and the Tennessee Academy of General Practice will 
present the second annual Kenlake Seminar at Kentucky Lake 
State Park July 14, beginning at 2 p. m. The following program 
will be given: Office Hematology by Dr. Marion F. Beard, 
University of Louisville (Ky.) School of Medicine; Office Surgery 
by Dr. Elkin L. Rippy, Vanderbilt University School of Medi- 
cine, Nashville, Tenn.; and Office Gynecology by Dr. Eugene H. 
Countiss, Tulane University of Louisiana School of Medicine, 
New Orleans. Dr. John S. DeTar, Milan, Mich., president-elect 
of the American Academy of General Practice, will address the 
dinner meeting, his topic being “The AAGP in American 
Medicine Today.” “Managing Your Savings and Managing 
Medical-Legal Exposure” will be presented by Clayton L. Scrog- 
gins Associates and “Long Survival in Coronary Heart Disease 
with Special Reference to Management” by Dr. William G. 
Leaman Jr. of Woman's Medical College of Pennsylvania, 
Philadelphia. There will be no registration fee. Those desiring 
to attend should contact Dr. Leslie W. Blakey, Cadiz, Ky. 


Increased Enrollment in Nursing Schools.—According to Mr. 
John H. Hayes, chairman, committee on careers, National 
League for Nursing, more students entered schools of profes- 
sional and practical nursing in 1954 than in any year since World 
War II. Schools of professional nursing in the United States 
and territories admitted 44,930 new students, a 3.7% increase 
over those admitted in 1953. Although returns from schools 
of practical nursing are incomplete, Mr. Hayes said that reports 
indicate that the schools will also show a noticeable increase in 
the number of students admitted in the academic year 1953-1954. 
The professional schools graduated 28,539 students; the report- 
ing practical nursing schools, 5,616 students. There are 389,600 
professional nurses now working in the United States. An addi- 
tional 125,000 practical nurses are licensed. Since, however, the 
demand for well-prepared nurses continues to outstrip the supply 
of nursing personnel, the goal for 1955 is for 50,000 new 
students to enter professional nursing schools and for 20,000 
practical nursing students. The program of the committee on 
careers continues under joint sponsorship of the American 
Nurses’ Association, National League for Nursing, American 
Hospital Association, and the American Medical Association and 
is supported by these organizations as well as by the United 
Community Defense Services, the National Foundation for 
Infantile Paralysis, and others. 


Multiple Sclerosis Society Broadens Research Scope.—The 
National Multiple Sclerosis Society (270 Park Ave., New York 
17) recently issued a statement of its policy for the support of 
research pointing out that, although the society accepts as its 
prime responsibility support of research bearing directly on 
multiple sclerosis, it recognizes that in the area of primary (or 
basic) research, investigational problems of a broad nature may 
arise not directly bearing on the problem of multiple sclerosis 
but relating to demyelinating diseases or to neurological diseases 
in general. Since definitive clues to the nature of multiple 
sclerosis may be developed, indirectly, by studies of a more 
general type, the society announces that it will be guided by the 
recommendations of its medical advisory board as to the rele- 
vance to multiple sclerosis of any proposed investigation. “In 
deciding priority for the allocation of funds the Board of 
Directors will be guided by the opinions of the Medical Advisory 
Board and the recommendations of the Medical Director, and 
funds will be proportioned, as available, so that the studies 
bearing more directly on multiple sclerosis receive priority.” The 
society announces also that when appropriate, health agencies 
having a collateral interest in any special study may be invited 
to share support. The society, however, may decide not to sup- 
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port a project when its major application is in the area of another 
health problem and when the health agency active in that field, 
if such exists, expresses disinterest. 


Ames Awards in Gastroenterology.—The American College of 
Gastroenterology, in cooperation with the Ames Company of 
Elkhart, Ind., announces the establishment of the Ames award 
contest for the best papers in gastroenterology. A first prize of 
$250, a certificate of merit, and a one year subscription to the 
American Journal of Gastroenterology, official publication of 
the American College of Gastroenterology, and a second prize 
of $50, a certificate of merit, and a one year subscription to the 
journal will be awarded (1) to fellows or residents of gastro- 
enterology and (2) to first or second year interns. A prize of 
$100 is offered for the best paper published in the society’s 
journal during the 12 months ending June 30, 1955, for which 
no prize has been previously awarded. All papers submitted 
must represent original work in gastroenterology, must not have 
been previously published elsewhere except for abstracts or short 
preliminary reports, and must not have been previously pre- 
sented at any national meetings. The contents of the papers can 
be on clinical or basic science. Clinical papers must be not case 
records but controlled clinical work. All entries for the 1955 
prizes, with the exception of those already published in the 
American Journal of Gastroenterology, must be typewritten in 
English, double-spaced on one side of the paper, and submitted 
in six copies. The recipients of the two first prizes will present 
their papers in person at the annual meeting of the college, Oct. 
24-29, in Chicago. All unpublished entries must be received 
no later than Sept. 1 by the Research Committee, American 
College of Gastroenterology, 33 W. 60th St., New York 23. 


Symposium on Pulmonary Diseases.—The fourth annual Sym- 
posium for General Practitioners on Tuberculosis and Other 
Chronic Pulmonary Diseases will be presented July 11-15 at 
Saranac Lake, N. Y., under the sponsorship of the American 
Trudeau Society, Saranac Lake Medical Society, and Adiron- 
dack counties chapter of the New York State Academy of 
General Practice. Panel discussions have been scheduled on the 
following subjects: 

Differential Diagnosis of Chronic Pulmonary Diseases. 

General Medical Management of Pulmonary Tuberculosis. 

Treatment of Nontuberculous Chronic Pulmonary Disease. 

Streptomycin-Para-Aminosalicylic Acid (PAS) and Isoniazid Therapy 

of Pulmonary Tuberculosis, 

Treatment of Nontuberculous Pulmonary Disease. 

Collapse. 

Pathology and Bacteriology of Resected Lung Tissue. 

Resection in Pulmonary Tuberculosis. , 

Management of Various Diseases and Conditions in Association with 

Pulmonary Tuberculosis. 

A clinical pathological conference is scheduled for 4 p. m. 
Thursday. Ward rounds will be available at Sanatorium Gabriels, 
Gabriels, N. Y., Variety Clubs-Will Rogers Hospital, Saranac 
Lake, N. Y., and Ray Brook State Tuberculosis Hospital. A tour 
of Saranac Lake Rehabilitation Guild is scheduled for Wednes- 
day, and on Friday afternoon there will be gross and microscopic 
pathology demonstrations, surgical movies, and an x-ray confer- 
ence. Monday evening there will be a dinner and social hour for 
students, faculty, and their wives, and Thursday evening a 
smoker and open question period will be offered. 


Friends of the Land Meet in Chicago.—The | 4th annual institute 
of Friends of the Land will convene June 27-29 at the Illini 
Union Building, University of Illinois College of Medicine, 715 
S. Wood St., and the Conrad Hilton Hotel, Chicago. This meet- 
ing to study soil-food-health relationships, which will be held in 
cooperation with the committee on nutrition of the Illinois State 
Medical Society, is approved for “informal credit” by the com- 
mission on education of the Illinois Academy of General Prac- 
tice. Conservation, nutrition, and health will be considered under 
the following themes: (1) Feeding the Sick; (2) Feeding the 
Well for Optimum Health; and (3) Let’s Improve the Quality 
of Our Food. Dr. Paul A. Dailey, Carrollton, Ill, chairman, 
nutrition committee, Illinois State Medical Society, will preside 
over the opening session Monday, 9 a. m., when an address of 
welcome will be given by Dr. Granville A. Bennett, dean, - 
University of Illinois College of Medicine, Chicago. Dr. Jona- 
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than Forman, Columbus, Ohio, president of Friends of the 
Land, will present the first paper, “Objectives of the Institute,” 
after which the following program will be given: 

Feeding the Postoperative Patient, Tilden C. Everson, Chicago. 

Does Diet Have Any Effect on Arteriosclerosis? Robert M. Kark, 

Chicago, 

Feeding the Diabetic Patient, Jerome T. Paul, Chicago. 

Feeding the Expectant Mother, John D. Owen, Milwaukee. 

Nutrition and the Allergic Patients, Morris A. Kaplan, Chicago. 

Dietary Salt Juggling, the Latest Fad, Wright Adams, Chicago. 
At the Monday evening meeting Dr. Jacques M. May, head of 
the department of medical geography, American Geographical 
Society, New York, will present “Nutritional Status of People 
Throughout the World.” Wednesday at 2:15 p. m. Dr. Theodore 
R. Van Dellen, Northwestern University Medical School, Chi- 
cago, will have as his subject “Motivating the Public to Give 
Concern About Its Nutritional Status.” Dr. Forman will give 
the concluding presentation, “The Ecology of Health,” at 3:15 
p. m. Wednesday. 


Prevalence of Poliomyelitis—According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States and its territories 
and possessions in the weeks ended as indicated: 


June 4, 1955 


Paralytie Cases 
= 


Area ype Reported Total 
New England States 
available) available) 
Middle Atlantie States 
East North Central States 
1 2 3 
3 5 3 
West North Central States 
1 4 4 
South oe States 
East South Central States 
West South Central States 
Mountain States 
wr 1 1 1 
Pacific States 
24 39 87 
Yerritories and Possessions 
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FOREIGN 


International Congress of Biochemistry.—The third International 
Congress of Biochemistry, organized by the Belgian Society of 
Biochemistry, will be held in Brussels, Belgium, Aug. 1-6 under 
the auspices of the International Union of Biochemistry. Two 
general lectures will be given at the opening and closing sessions 
of the congress. Prof. Carl Martius of the University of Wiirz- 
burg will speak on “Thyroxin and Oxydative Phosphorylation,” 
and Vincent du Vigneaud, Ph.D., Cornell University Medical 
College, New York, will have as his subject “The Hormones 
of the Posterior Pituitary.” The congress will be preceded by a 
second conference on biochemical problems of lipids, July 28-30 
at the University of Ghent, where the topics will include chemis- 
try and physics of lipids and their metabolism and transport. 


Congress on Diabetes.—The second international congress of 
the International Diabetes Federation wil) convene at Cam- 
bridge, England, July 4-8. Sir Lionel Whitby, master of Downing 
College, Cambridge, is honorary president, and Dr. R. D. 
Lawrence, London, England, is president of the federation. After 
the opening ceremony in the Senate House of the University of 
Cambridge Monday afternoon, Dr. Elliott P. Joslin, Boston, 
will deliver the ninth Banting Memorial Lecture of the British 
Diabetic Association in the Mill Lane lecture rooms at 3:30 
p. m. His subject will be “Diabetes for the Diabetics.” Numerous 
entertainment features, excursions, and tours, have been planned. 
Tuesday evening will be devoted to instructional films and others 
connected with such subjects as children’s camps. The annual 
dinner is scheduled for Wednesday, 7:45 p. m., in the Hall of 
Trinity College. 


MEETINGS 


AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 


1955 Clinical Meeting, Boston, Nov. 29-Dec. 2. 
1956 Annual Meeting, Chicago, June 11-15. 
1956 Clinical Meeting, Seattle, Nov. 27-30. 
1957 Annual Meeting, New York, June 3-7, 


AMERICAN VETERINARY MEDICAL ASSOCIATION, Radisson Hotel and Audi- 
torium, Minneapolis, Aug. 15-18. Dr. J. G. Hardenbergh, 600 South 
Michigan Blvd., Chicago 5, Executive Secretary. 

NATIONAL MepDiIcAL AssociaTiON, Los Angeles, Aug. 8-11. Dr. John T. 
Givens, 1108 Church St., Norfolk 10, Va., General Secretary. 


NEVADA STATE MEDICAL AssOcIATION, Riverside Hotel, Reno, Aug. 18-20. 
Dr. William A. O’Brien III, 505 Chestnut St., Reno, Secretary. 


Post GRADUATE MEDICAL ASSEMBLY OF SOUTH Texas, The Shamrock, 
Houston, July 18-20. Dr, C, Forrest Jorns, 412 Jesse H. Jones Library 
Bidg., Houston, Secretary. 

Rocky MOUNTAIN CANCER CONFERENCE, Shirley-Savoy Hotel, Denver, July 
13-14. Dr. Frederick H. Brandenburg, 835 Kepublic Bldg., Denver 2 
Chairman. 

Rocky Mountain RapioLocicaL Society, Shirley-Savoy Hotel, Denver, 
Aug. 18-20. Dr. John H. Freed, 4200 East 9th St., Denver 20, 
Secretary. 

SyYMFOSIUM FOR GENERAL PRACTITIONERS ON TUBERCULOSIS AND OTHER 
CHRONIC PULMONARY DisEASES, Saranac Lake, N. Y., July 11-15. Dr. 
Richard P. Bellaire, P. O. Box 2, Saranac Lake, N. Y., General Chair- 
man, 

West VIRGINIA STATE MEpICcAL AssoOcIATION, White Sulphur Springs, 
Aug. 18-20. Mr. Charles Lively, P. O. Box 1031, Charleston 24, Execu- 
tive Secretary. 


FOREIGN AND INTERNATIONAL 


AUSTRALASIAN MEDICAL ConGress, Sydney, N.S.W., Australia, Aug. 20-27. 
For information write: Federal Council of the B.M.A. in Australia, 135 
Macquaire St., Syndey, N.S.W., Australia. 

CONGRESS OF INTERNATIONAL ASSOCIATION OF APPLIED PsycHoLocy, Lon- 
don, England, July 18-23. Dr. C. B. Frisby, National Institute of Indus- 
trial Psychology, 14 Welbeck St.. London, W.1, England, President. 
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CONGRESS OF INTERNATIONAL ASSOCIATION OF PSYCHOTECHNOLOGY, London, 
England, July 18-23. For information write: Dr. C. B. Frisby, Director, 
National Institute of Industrial Psychology, 14 Welbeck St., London, 
W.1, England. 

CONGRESS OF INTERNATIONAL DIABETES FEDERATION, Cambridge, England, 
July 4-8. Mr. James G. L. Jackson, 152 Harley St., London, W.1, Eng- 
land, Executive Secretary General. 

CONGRESS OF INTERNATIONAL SOCIETY OF SURGERY, Copenhagen, Denmark, 
July 23-29. Dr. L. Dejardin, 141 rue Belliard, Brussels, Belgium, General 
Secretary. 

INTERNATIONAL ACADEMY OF LEGAL AND SociaL Mepicine, Plenary Con- 
ference, Genes, Italy, Oct. 13-17. Prof. Domenico Macaggi, Institut de 
Medicine legale, Universite de Genes, Genes, Italy, President. 

INTERNATIONAL ANATOMICAL CONGRESS, Paris, France, July 25-30. Prof. Gas- 
ton Cordier, 45, rue des Saints-Péres, Paris 6°, France, Secretary General. 

INTERNATIONAL CONFERENCE OF MEDICAL LIBRARIANS AND REFERENCE 
LIBRARIANS, University Hall, Brussels, Belgium, Sept. 10. For informa- 
tion address: Miss Ch. de Looze, Librarian “% Oeuvre Nationale Belge 
de Defense contra la Tuberculose, 56, rue de la Concorde, Brussels, 
Belgium. 

INTERNATIONAL CONGRESS OF ALLERGOLOGY, Rio de Janeiro, Brazil, S. A., 
Nov. 6-13. Dr. Bernard N. Halpern, 197 boulevard St. Germain, Paris 
7°, France, Secretary General. 


INTERNATIONAL CONGRESS OF ANGIOLOGY AND HISTOPATHOLOGY, Fribourg, 
Switzerland, Sept. 2-5. For information write: Dr. Gerson, 4 rue Pasquier, 
Paris 8°, France. 

INTERNATIONAL CONGRESS OF BriocHEMIsTRY, Brussels, Belgium, Aug. 1-6. 
Prof. C. Liebecq, 17 Place Delcour, Liége, Belgium, Secretary General. 

INTERNATIONAL CONGRESS OF CRIMINOLOGY, London, England, Sept. 11-18. 
For information write: Dr. Carroll, 28 Weymouth St., London, W.1, 
England. 

INTERNATIONAL CONGRESS OF EUROPEAN SOCIETY OF HAEMATOLOGY, Freiburg 
i,Br., Germany, Sept. 20-24. Prof. Dr. L. Heilmeyer, Hugstetter Strasse 
55, Freiburg i,Br., Germany, Chairman. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Buenos 
Aires, Argentina, S. A., Nov. 19-24, 1956. Dr. Max Thorek, 1516 Lake 
Shore Drive, Chicago, Illinois, U. S. A., Secretary-General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL SOCIETY OF BRONCHOESOPHA- 
GOLOGYy, Buenos Aires, Argentina, S. A., Oct. 28-29. Dr. Juan Carlos 
Arauz, Cangallo 4015, Buenos Aires, Argentina, S. A., Secretary General. 

INTERNATIONAL CONGRESS OF LIBRARIANSHIP AND DOCUMENTATION, Brussels, 
Belgium, Sept. 11-18. For information write: Dr. A. C. Breycha-Vauthier, 
Librarian, United Nations, Geneva, Switzerland. 

INTERNATIONAL CONGRESS OF MEDICAL PROFESSIONAL JURISDICTION, MEDI- 
CAL ETHICS, AND COMPARATIVE MepicaL Law, Paris, France, Sept. 30- 
Oct. 3. Dr. J. R. DeBray, Conseil National de L’Ordre des Medécins, 
60, Boulevard Latour-Maubourg, Paris 7e, France, Secretary General. 

INTERNATIONAL CONGRESS OF MILITARY MEDICINE AND PHARMACY, Istanbul, 
Turkey, Aug. 28-Sept. 1. Dr. J. Voncken, International Committee of 
Military Medicine and Pharmacy, 79 rue Saint Laurent, Leige, Belgium, 
Secretary-General. 

INTERNATIONAL CONGRESS OF NeEO-HippocraTic MEDICINE, Montecatini, 
Terme, Italy, May 20-22, 1956. Prof. P. Delore, 13 rue Jarente, Lyon, 
France, Secretary-General. 

INTERNATIONAL CONGRESS OF NEUROPATHOLOGY, London, England, Sept. 
12-17. Dr. W. H. McMenemey, Maida Vaie Hospital for Nervous Dis- 
eases, London, W.9, England, Secretary. 

INTERNATIONAL CONGRESS OF Piastic SurGery, Stockholm, Sweden, Aug. 
1-4, and Uppsala, Sweden, Aug. 5. Dr. Tord Skoog, Uppsala, Sweden, 
General Secretary. 

INTERNATIONAL CONGRESS ON UriNaAry LitHtAsis, Evian, France, Sept. 2-4. 
Mr. Rossollin-Grandville, Direction Cachet, Evian (Hte-Savoie), France, 
Secretary General. 

INTERNATIONAL CONGRESS OF WoORLD CONFEDERATION FOR PHYSICAL 
THERAPY, New York, New York, U. S. A., June 17-23, 1956. For infor- 
mation address: Miss Mildred Elson, American Physical Therapy Asso- 
ciation, 1790 Broadway, New York 19, New York, U. S. A, 

INTERNATIONAL GENERAL MepicaL CONGRESS, University of Rosario Med- 
ical College, Rosario, Argentina, S. A., Nov. 7-12. Dean Jose Imhoff, 
Santa Fé 3100, Rosario, Argentina, S. A., Chairman. 

INTERNATIONAL MEDICAL CONGRESS, Verona, Italy, Sept. 1-4. For informa- 
tion write: c/o Offices of the International Verona Fair, Piazza Bra., 
Verona, Italy. 

INTERNATIONAL OFFICE OF DOCUMENTATION OF MILITARY MepicINe, Istan- 
bul, Turkey, Aug. 28-Sept. 1. Dr. J. Voncken, 79 rue Saint Laurent, 
Liege, Belgium, Secretary-General. 

INTERNATIONAL SOCIETY FOR THE STUDY OF BIOLOGICAL RHYTHMs, Stock- 
holm, Sweden, Sept. 15-17. For information write: Prof. Ture Petrén, 
Karolinska Institutet, Stockholm 60, Sweden. 

INTERNATIONAL SYNDICATE OF GYNECOLOGISTS AND OBSTETRICIANS, Meeting 
Hall of Medical Societies, Paris, France, June 27-28. Dr. Jacques Cour- 
tois, 1, rue Racine, Saint-Germain-en-Laye (S & QO), France, Secretary 
General. 

INTERNATIONAL VITAMIN E ConGress, Cini Foundation, Island of San 
Giorgio Maggiore, Venice, Italy, Sept. 5-8. Prof. Emilio Raverdino, 
via Pietro Verri 4, Milano, Italy, Secretary. 
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Mepicat Association, Trinity College, Dublin, Ireland, July 4-8. 
Dr. P. J. Delaney, 10 Fitzwilliam Place, Dublin, Ireland, Secretary. 
NEURORADIOLOGIC SYMPOSIUM, London, England, Sept. 13-17. Dr. R. D. 
Hoare, National Hospital, Queen Square, London, W.C.1, England, 

Secretary, 

PAN AMERICAN CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Men- 
doza City, Argentina, S. A., Oct. 22-26. For information address: 
Secretary, Caseros Av. 2154, Buenos Aires, Argentina, S. A 

PAN AMERICAN CONGRESS OF OPHTHALMOLOGY, Santiago, Chile, S. A., Jan. 
9-14, 1956. Dr. Rene Contardo, Huerfanos 930, Of. 74, Santiago, Chile, 
Secretary General. 

PAN AMERICAN CONGRESS ON RHEUMATIC DisEAses, Rio de Janeiro and 
Sao Paulo, Brazil, S. A., Aug. 14-20. For information write: Dr. 
Waldemar Bianchi, 126 Avenida Franklin D. Roosevelt, Rio de Janeiro, 
Brazil, S. A. 

PAN AMERICAN MeEpicaL SoctAL CONVENTION, Bogota, Colombia, S. A., 
Oct, 15-22. Dr. Leopoldo E. Araujo, Avenida de los Presidentes Num. 
$06, Apartado 2589, La Habana, Cuba, Secretary. 

VENEZUELAN CONGRESS OF MEDICAL ScreNCES, Caracas, Venezuela, S. A., 
Nov. 18-26. Dr. A. L. Briceno Rossi, Apartado 4412, Ofic. del Este, 
Caracas, Venezuela, S. A., Secretary General. 

Wort_D CONGRESS OF ANESTHESIOLOGISTS, Scheveningen, Netherlands, Sept. 
5-10. For information write: Mr. W. A. Fentener van Vlissingen, Noord- 
Houdringelaan, 24, Bilthoven, Netherlands. 

WorLD CONGRESS ON FERTILITY AND STERILITY, Naples, Italy, May 18-26, 
1956. For information address: Prof. G. Tesauro, S. Andrea della Dame, 
19, Naples, Italy. 

Wortp CONGRESS OF JewisH PuHysIcIANS, Haifa, Tel-Aviv, Jerusalem, 
Israel, Aug. 10-17. Dr. Z. Avigdori, P.O.B. 1342, Jerusalem, Israel, 
Chairman. 

Wor_p CONGRESS OF PHysicAL THERAPY, New York, New York, U. S. A., 
June 17-23, 1956. For information address: Miss Mildred Elson, Ameri- 
can Physical Therapy Association, 1790 Broadway, New York 19, New 
York, U. S. A. 

WorLD FEDERATION FOR MENTAL HEALTH, Istanbul, Turkey, Aug. 21. For 
information write: Miss E. M. Thornton, 19 Manchester St., London, 
W.1, England. 

Mepicat Vienna, Austria, Sept. 20-26. Dr. Louis H. 
Bauer, 345 East 46th St., New York 17, N. Y., U. S. A., Secretary 
General, 


EXAMINATIONS 
AND LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 

NATIONAL BOARD OF MEDICAL EXAMINERS: Part I, Sept. 6-7. Candidates 
may file applications at any time, but the National Board must receive 
them at least six weeks before the date of the examination. New candi- 
dates should apply by formal registration; registered candidates should 
notify the board by letter and forward their fees. Exec. Sec., Dr. John 
B. Hubbard, 133 South 36th St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 


AMERICAN BOARD OF ANESTHESIOLOGY: Written. July 15. Final date for 
filing applications was Jan. 15. Oral. New York City, Oct. 23-27. Sec., 
Dr. Curtiss B. Hickcox, 80 Seymour St., Hartford 15. 


AMERICAN BOARD OF DERMATOLOGY AND SyYPHILOLOGY: Written. Various 
centers, June 30. Oral. Washington, D. C., Oct. 14-16. Final date for 
filing application was March 15. Sec., Dr. B. M. Kesten, One Haven 
Ave., New York 32, N. Y. 


AMERICAN BOARD OF INTERNAL MEDICINE: Oral. Portland, Ore., Sept. 14-16; 
Chicago, Nov. 30-Dec. 1. Subspecialties. Cardiovascular Disease. Chicago, 
Nov. 30. The closing ‘date for acceptance of applications for gastro- 
enterology was Feb. 1, and for cardiovascular disease the closing date 
is June 1. Exec. Sec., Dr. William A. Werrell, 1 West Main St., Madison 
3, Wis. 


AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. New Haven, November. 
Oral examinations given in Spring and Fall. Final date for filing appli- 
cation for the Spring examination is October 1; for the Fall examina- 
tion April 1. Sec., Dr. Leonard T, Furlow, Washington University School 
ot Medicine, St. Louis 10. 


AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Applications for cer- 
tification for the 1956 Part I examinations are now being accepted. Final 
date for filing application is Oct. 1. Dr. Robert L. Faulkner, 2105 
Adelbert Road, Cleveland 6. 


AMERICAN BOARD OF OPHTHALMOLOGY: Practical Examination. Chicago, 
Oct. 9-14. Final date for filing application for 1955 practical examination 
was July 1, 1954. Written. January, 1956. Final date for filing applica- 
tion is July 1. Sec., Dr. Merrill J. King, 56 Ivie Road, Cape Cottage, 
Maine. 
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AMERICAN BoarD OF ORTHOPAEDIC SURGERY: Final date for filing appli- 
cation for the Part II examination to be given in January 1956 is 
Aug 15. Sec., Dr. Harold A. Sofield, 116 South Michigan Ave., Chi- 
cago 3. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 3-7. Final date 
for*filing application is April. Sec., Dr. Dean M. Lierle, University 
Hospitals, lowa City. 


AMERICAN BoarpD oF Pepiatrics: Oral. Chicago, Oct. 7-9; and Washington, 
D. C., Dec. 2-4. Admin. Sec., Mrs. John McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 


AMERICAN BoarD OF PLASTIC SURGERY: Oral and Written. Philadelphia, 
Sept. 22-24. Corres. Sec., Miss Estelle E. Hillerich, 4647 Pershing Ave., 
St. Louis 8. 


AMERICAN BOARD OF PREVENTIVE MEDICINE: Certification in Public Health. 
Kansas City, Mo., Nov. 10-12. Sec.-Treas., Dr. Ernest L. Stebbins, 615 
N. Wolfe St., Baltimore 5. 


AMERICAN BOARD OF ProcToLoGy: Part II, Philadelphia, Sept. 17. Sec., 
Dr. Stuart T. Ross, 131 Fulton Ave., Hempstead, N. Y. 


AMERICAN BOARD OF PSYCHIATRY AND NEUROLOGY: San Francisco, mid- 
October; New York City, December. Sec., Dr. David A. Boyd, 102-110 
Second Ave. S.W., Rochester, Minn. 


AMERICAN BoarD OF RaApIoLoGy: Chicago, Dec. 4. Final date for filing 
applications for the fall examination is July 1. Candidates who will 
complete their training by Dec. 31 will be eligible to appear for this 
examination. Sec., Dr. B. R. Kirklin, Kahler Hotel Bldg., Rochester, 
Minn. 


AMERICAN BoarD OF SurGERY: Part I. Centers throughout the United 
States, in Europe and in the Far East, Oct. 26 and March 28. Closing 
date for the October examination is July 1 and for the March exami- 
nation is December 1. Part J]. Buffalo, Sept. 26-27; Chicago, Oct. 27-28; 
New York City, Nov. 14-15; St. Louis, Dec. 12-13; New Orleans, Jan. 
16-17; Los Angeles, Feb. 13-14; San Francisco, Feb. 16-17; Durham, 
Mar. 12-13; Boston, May 14-15 and Philadelphia, June 4-5. Sec., Dr. 
John B. Flick, 255 S. Fifteenth St., Philadelphia 2. 


THE BoarD or THORACIC SURGERY: Written. Various Centers, Sept. 9. Final 
date for filing applications is July 1. Sec., Dr. Wm. M. Tuttle, 1151 
Taylor Ave., Detroit 


MAGAZINE-TELEVISION REPORT 


The following list of current medical articles appearing in 
mass-circulation magazines on medical subjects is published each 
week only for the information of readers of THE JOURNAL. 
Unless specifically stated, the American Medical Association 
neither approves nor disapproves of the articles herein reported. 


MAGAZINES 
Ladies’ Home Journal, July, 1955 


“You Shall Become a Man,” by Simonne Fabien 
An adaptation from a French article that tells of a mother’s 
long but eventually successful search for a surgeon who 
could remove a 22 pound lymphatic tumor from her son’s 
back. 


Sports Illustrated, June 20, 1955 


“Archie Moore vs. Avoirdupois,” by William H. White 
How light heavyweight champion Archie Moore takes off 
22 pounds in the three weeks before he defends his title 
against Carl “Bobo” Olson with high protein diet and daily 
workouts. 


Life, June 13, 1955 


“A Father Sees His Child Born” 


A picture story taken at Seattle’s Virginia Mason Hospital 
—one of the hospitals that allows fathers to stay with wives 
during labor and delivery. Photographs show the father 
from the time he brings his wife to the hospital until after 
the delivery. 


Saturday Evening Post, June 11, 1955 


“Mystery of the Blinded Babies,” by Steven M. Spencer 


Twelve years of research have led doctors to the conclusion 
that oxygen, the very thing credited with saving the lives of 
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premature babies, may be responsible for so many of them 
losing their eyesight. The author says that a top-level jury 
of 75 pediatricians and eye specialists has condemned the 
free and unrestricted use of oxygen for “preemies” and their 
verdict is currently revolutionizing hospital nursery prac- 
tices all over the country. 


Family Circle, July, 1955 


“Summer Sun—How Much Can Your Skin Take?” by Donald 
G. Cooley 
Dermatologists, the author points out, warn against two 
possible kinds of skin damage associated with overdoses 
of the sun: first, a blistering sunburn; and second, slow, 
insidious changes in the skin that may leave it more vulner- 
able to skin cancer. 


Cosmopolitan, July, 1955 


“Your Summer Health Hazards,” by Donald G. Cooley 
Hazards discussed in this article are: sunburn, athlete’s foot, 
insecticides, poison ivy, hay fever, prickly heat, motion sick- 
ness, food poisoning, bites, lockjaw, and swimming. The 
section on insecticides includes the American Medical Asso- 
ciation’s Council on Pharmacy and Chemistry warning 
against home vaporizing devices that disperse the fumes of 
insect poisons into the air of dwellings. 

“The Calculated Risks of Life,” by Henry J. Taylor 
In an article urging the abandonment of fear psychology, 
the author points out the many medical advances that have 
been made in the past half-century. He says that, with 
proper knowledge, Americans have no need to fear such 
things as cancer, childbirth, heart disease, and poliomyelitis. 

“New Advance for Heart Sufferers,” by Lawrence Galton 
In a brief article the author calls Dr. S. A. Thompson’s tech- 
nique of opening the pericardium and partially filling the 
sac with talcum powder “a relatively simple, safe opera- 


tion offering new hope to many coronary artery disease 
patients.” 


Woman’s Home Companion, July, 1955 


“Our Hospitals Need Your Help,” by Albert Q. Maisel 
“Thousands of communities covering every state are faced 
with a desperate shortage of hospital facilities. More than 
300 hospital areas in the United States—each extending 
over One or more counties—have less than half the mini- 
mum number of hospital beds they need.” The author quotes 
a study by Woman’s Home Companion that points up the 
need for more acceptable beds in general hospitals and 
for improvement of existing facilities. Primary reasons for 
this situation, says the author, are not enough appropriations 
under the Hill-Burton Act and the priority under the act 
given to communities without hospitals (only 8% of the 
federally aided new hospital projects have been in cities of 
more than 50,000), 


“What We Know About Miscarriage,” by Constance 
Friess, M.D. 
A New York internist discusses miscarriage with a patient 
—pointing out its cause and what can be done to prevent it. 


The American Weekly, June 26, 1955 


“It Can Change Your Way of Life,” by William Engle 
Hydrazine “is coming to be known as one of chemistry’s 
jacks-of-all-trades.” Included in its derivatives are the drugs 
isoniazid for tuberculosis and Apresoline for high blood 
pressure. 


Coronet, July, 1955 


“Take Your Pulse and Grow Thin!” by Laura Kerr 
The author reports that Dr. Theron G. Randolph, Chicago, 
has found that some patients mask allergy symptoms by 
overeating. In her conclusion, the author recommends that 
overweight patients determine whether or not foods cause 
an allergic reaction by taking their pulse after meals. 
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DEATHS 


Sachs, Adolph ® Omaha; born in Cheyenne, Wyo., Dec. 31, 
1885; Creighton University School of Medicine, Omaha, 1907; 
took graduate work at Berlin, Vienna, London, Boston, and 
New York; in 1908 joined the faculty of his alma mater, where 
he served as assistant in anatomy, associate in medicine, associ- 
ate professor, professor of physical diagnosis, and associate 
professor of medicine, clinical professor of medicine, and pro- 
fessor of medicine and head of the department of medicine; 
served as a member of the university board of regents and as 
chairman; specialist certified by the American Board of Internal 
Medicine; past-president of the Nebraska State Medical Associ- 
ation, Omaha-Douglas County Medical Association, and the 
Omaha Midwest Clinical Society; fellow of the American 
College of Physicians, serving as its governor, 1927 to 1928; 
member of the Central Society for Clinical Research, American 
Gastro-Enterological Association, American Heart Association, 
American Diabetes Association, American Association for the 
Advancement of Science, Association for the Study of Internal 
Secretions, United States Committee of the World Medical 
Association, and the Phi Rho Medical Fraternity; honorary 
member of the Upsilon Pi Medical Fraternity and the Gamma 
Pi Sigma Chemistry Fraternity; member of staff, Creighton 
Memorial St. Joseph’s Hospital, St. Catherine’s, Doctors, 
Nebraska Methodist, and Immanuel hospitals; consultant, Doug- 
las County Hospital; medical consultant, president’s staff, Union 
Pacific Railroad; in 1948 honored by Pope Pius XII, an Award 
of Knight Commander with Star, Order of St. Gregory the Great, 
for “exceptional contributions toward the welfare of man”; died 
May 2, aged 69, of coronary thrombosis. 


Ricci, James Vincent ® New York City; born in Italy in 1890; 
Harvard Medical School, Boston, 1916; clinical professor of 
obstetrics and gynecology at New York Medical College, Flower 
and Fifth Avenue Hospitals; specialist certified by the American 
Board of Obstetrics and Gynecology; served during World War 1; 
on the staffs of the New York City, Beekman-Downtown, and 
Columbus hospitals; fellow of the New York Academy of 
Medicine; an honorary member of the Italian Society of the 
History of Medicine and Natural Sciences; joint author of 
“Principles of Extraperitoneal Caesarean Section”; author of 
“The Genealogy and Gynaecology,” “One Hundred Years of 
Gynaecology, 1800-1900,” “Diagnosis in Gynaecology,” “The 
Development of Gynaecological Surgery and Instruments,” and 
“The Cystocele in America”; also translated from the original 
Greek a sixth-century treatise on gynecology and obstetrics, “The 
Aetios of Amida”; died in the Madison Avenue Hospital May 11, 
aged 64, of hypertension and cerebral hemorrhage. 


Roemer, William Benjamin ® Utica, N. Y.; born in Utica Dec. 
30, 1873; Columbia University College of Physicians and Sur- 
geons, New York City, 1899; past-president and secretary of the 
Oneida County Medical Society; an associate member of the 
American Medical Association; for a while member of the city 
board of health; early in the century was chief physician with 
the city public schoo! system; for many years on the staff of 
St. Luke’s Hospital; when the City Hospital was reorganized 
and became the Utica General Hospital, was pathologist and 
gynecologist until 1919, serving as president of the staff for one 
year, and for several years acting as secretary; for 15 years 
member of the board of managers of the Rome County Hospital, 
part of the time serving as president; for more than 30 years 
surgeon for the Utica district of the New York Central Railroad; 
for nine years served as physician at the Home for Aged Men 
and Couples, where he died April 22, aged 81, of chronic myo- 
carditis, angina pectoris, and coronary thrombosis. 

Sprunt, Thomas Peck * Baltimore; born in Fort Defiance, Va., 
Feb. 16, 1884; Johns Hopkins University School of Medicine, 
Baltimore, 1909; assistant professor emeritus of medicine at 
Johns Hopkins University School of Medicine; professor of 
clinical medicine at the University of Maryland School of 


@ Indicates Member of the American Medical Association, 


Medicine; specialist certified by the American Board of Internal 
Medicine; member of the Association of American Physicians 
and the American Clinical and Climatological Association; 
fellow of the American College of Physicians; past-president of 
the Baltimore City Medical Society and the Baltimore Mental 
Hygiene Society; served during World War I; visiting physician 
at Johns Hopkins and University hospitals; on the staff of Mercy 
Hospital; died April 26, aged 71, of Parkinson’s disease. 


Stewart, Otto K. ® Hornell, N. Y.; born in Canisteo Feb. 20, 
1878; University of Buffalo School of Medicine, 1902; interned 
at the Erie County Hospital in Buffalo; life member of the 
American College of Surgeons; an associate member of the 
American Medical Association; served as county coroner; since 
1917 a surgical staff member at Bethesda Hospital; for many 
years associated with St. James Mercy Hospital, where he served 
as a member of the board of trustees since 1924, and president 
since 1930; director of the First State Bank of Canisteo and vice- 
president since 1937; died May 2, aged 77. 


Harper, Twyman Hall ® Reno, Nev.; College of Physicians and 
Surgeons of San Francisco, 1905; also a graduate in pharmacy; 
on the staffs of St. Mary’s Hospital and Washoe Medical Center; 
died April 16, aged 75, of Hodgkin’s disease. 


Hayes, Daniel Joseph # Major, U. S. Army, retired, Corona, 
Calif.; Rush Medical College, Chicago, 1894; served during 
World War I; entered the regular Army Nov. 27, 1920; retired 
Oct. 31, 1930, for disability in line of duty; died in the U. S. 
Naval Hospital Feb. 9, aged 84, of multiple pulmonary emboli. 


Hendry, Jesse Homer, Sarasota, Fla.; Georgia College of Eclectic 
Medicine and Surgery, Atlanta, 1912; formerly associated with 
the Indian Service; died March 14, aged 64, of cerebral oc- 
clusion. 


Hoyt, Loy Eugene # Chillicothe, Ohio; Hahnemann Medical 
College and Hospital of Philadelphia, 1909; member of the 
county board of health; director of the First National Bank: 
died in the Ohio State University Hospital, Columbus, April 26, 
aged 70, of rheumatic and arteriosclerotic heart disease, em- 
bolism, and infarction of both lungs. 


Irmen, Felix Arnold * Raleigh, N. C.; George Washington 
University School of Medicine, Washington, D. C., 1911; mem- 
ber of the American Psychiatric Association; died in the Rex 
Hospital March 3, aged 64, of cerebral embolus. 


Kane, Frank Andrew * East Rochester, N. Y.; Detroit College 
of Medicine and Surgery, 1919; served as acting assistant sur- 
geon, U. S. Public Health Service at the U. S. Marine Hospital 
No. 7, Detroit; associated with the Monroe County Infirmary 
in Rochester and the Oneida County Hospital in Rome; died in 
the Genesee Hospital, Rochester, April 17, aged 67, of cerebral 
hemorrhage. 


Kelley, Eugene Michael # Pittston, Pa.; Jefferson Medical Col- 
lege of Philadelphia, 1929; member of the National Gastro- 
enterological Association; served during World War II; formerly 
medical inspector of Exeter borough schools; member of the 
staff of the Pittston Hospital, where he died May 8, aged 49, 


Kieffer, Theodore Joseph * Rochester, N. Y.; Syracuse Univer- 
sity College of Medicine, 1896; an associate member of the 
American Medical Association; served during World War I; for 
a while pathologist in St. Joseph’s Hospital in Syracuse; for 
many years chief examiner for the Rochester area for Aetna 
Life Insurance Company; died in the Highland Hospital April 18, 
aged 81, of uremia. 


Knight, Wyatt E., Mansfield, Ga.; University of Georgia Medical 
Department, Augusta, 1899; died in the Walton County Hospital 
in Monroe April 25, aged 80, of coronary thrombosis. 

Kunkel, Howard W., Pittsburgh; University of Pennsylvania 
Department of Medicine, Philadelphia, 1905; died March 2, 
aged 74, of cerebral thrombosis. 
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Kurtin, Abner ® New York City; Columbia University College 
of Physicians and Surgeons, New York City, 1935; interned at 
the Mount Sinai Hospital, where he was later on the staff; 
specialist certified by the American Board of Dermatology and 
Syphilology; a founder of the Albert Einstein School of Medicine 
of Yeshiva University, where he was recently appointed on the 
teaching staff; an assistant visiting physician dermatologist at 
the Bronx Municipal Hospital Center; served during World War 
II; died May 11, aged 43, of acute coronary occlusion. 


Ladin, Philip ® New York City; University and Bellevue 
Hospital Medical College, New York City, 1932; fellow of the 
International College of Surgeons, American College of Sur- 
geons, and the New York Academy of Medicine; for many years 
instructor in surgery at the New York Polyclinic Medical School 
and Hospital; served in the U. S. Navy in the Pacific during 
World War II; on the staffs of the Lebanon, Gouverneur, and 
Morrisania City hospitals; died in the Memorial Hospital April 
27, aged 46, of cancer. 


Lando, David Herman Sr. ® Milwaukee; Milwaukee Medical 
College, 1901; on the staff of the Mount Sinai Hospital, where 
he died April 27, aged 75, of heart disease. 


Lauck, John Wilson, Lawrence, Kan.; Kansas Medical College, 
Topeka, 1898; veteran of the Spanish-American War; died April 
18, aged 79, of uremia. 


Lee, Earl Foster, Mobile, Ala.; Medical College of Alabama, 
Mobile, 1903; died recently, aged 77, of carcinoma of the neck. 


Long, Robert Schofield ® Frankford, Del.; Jefferson Medical 
College of Philadelphia, 1940; interned at the Delaware Hospital 
in Wilmington; died in the Beebe Hospital, Lewes, March 4, 
aged 41, of Laennec’s cirrhosis. 


McMahon, John David ® Norwalk, Conn.; Creighton University 
School of Medicine, Omaha, 1937; interned at the St. Francis’ 
Hospital in New York City; served during World War II; an 
associate member of the surgical staff of the Norwalk Hospital, 
where he died April 7, aged 45, of uremia, due to polycystic 
kidneys. 


Maggard, Elijah H., Ashland, Ky.; Kentucky School of Medi- 
cine, Louisville, 1901; served as a surgeon at state institutions 
in Greendale, Eastern State, and Lakeland and at state reforma- 
tories; died in Lexington March 19, aged 79, of arteriosclerotic 
heart disease. 


Maloney, James Edward, Brooklyn, N. Y.; Albany Medical Col- 
lege, 1907; served in France during World War I; died in the 
Franklin (N. J.) Hospital April 11, aged 75, of lobar pneumonia. 


Marks. Samuel Blackburn © Lexington, Ky.; Columbia Univer- 
sity College of Physicians and Surgeons, New York, 1903; 
specialist certified by the American Board of Otolaryngology; 
member of the American Academy of Ophthalmology and Oto- 
laryngology; fellow of the American College of Surgeons; served 
overseas during World War I; past-president of the state board 
of health; director of the Lexington-Fayette County Board of 
Health; died March 12, aged 75, of myocardial infarction and 
coronary occlusion. 


Mierau, Ernest Wellington ® Irvington, N. J.; Jefferson Medical 
College of Philadelphia, 1911; an associate member of the 
American Medical Association; served during World War 1; 
member of the Selective Service Board during World War II; 
on the staff of the Irvington General Hospital, where he died 
May 2, aged 70, of coronary occlusion. 


Miller, Abraham Dulaney, Kingsport, Tenn.; Tennessee Medical 
College, Knoxville, 1892; associated with the Holston Valley 
Community Hospital; died April 3, aged 88, of arteriosclerotic 
heart disease. 


Miller, Richard White ® Fayetteville, Ark.; University of 
Tennessee College of Medicine, Memphis, 1934; served during 
World War II; died in the Washington County Hospital recently, 
aged 48, of coronary artery disease and myocardial infarction. 


Munson, Charles Lucius, Mansfield, Mo.; St. Louis University 
School of Medicine, 1903; died recently, aged 85, of lobar 
pneumonia. 
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Murdock, Marion Theodore, Stony Point, N. Y.; University 
College of Medicine, Richmond, 1912; associated for many years 
with the New York State Rehabilitation Hospital in West Haver- 
straw; died in the Spring Valley (N. Y.) General Hospital April 
20, aged 69, of hemorrhage (cirrhosis of the liver). 


Ohl, Howard Jay ® Phoenix, Ariz.; University of Cincinnati 
Coliege of Medicine, 1935; member of the American Academy 
of General Practice; an associate member of the American 
Medical Association; died April 25, aged 52, of carcinoma of 
the liver and colon. 


Patten, William Francis ® Washington, D. C.; George Washing- 
ton University School of Medicine, Washington, 1904; a flight 
surgeon during World War I; died April 26, aged 75, of cerebral 
vascular accident and arteriosclerosis. 


Pendleton, Edward @ Roanoke, Va.; University of the City of 
New York Medical Department, New York City, 1869; died in 
the Veterans Administration Hospital April 1. 


Perlson, Philip Hanuch ® Milwaukee; St. Louis University 
School of Medicine, 1924; member of the American Academy 
of General Practice; served on the staff of the Mount Sinai 
Hospital; died April 29, aged 56, of probable cerebral hemor- 
rhage due to cerebral arteriosclerosis with hypertension. 


Peterson, Alfred Carlton, Dassel, Minn.; Minneapolis College 
of Physicians and Surgeons, 1904; also a graduate in pharmacy; 
health officer in Dassel; surgeon for the Great Northern Railway; 
on the staff of the Meeker County Memorial Hospital in Litch- 
field, where he died March 1, aged 80, of cerebral thrombosis. 


Pollard, Albert Johnston ® Harlingen, Texas; Memphis (Tenn.) 
Hospital Medical College, 1901; member of the American 
College of Chest Physicians; served during World War I; mem- 
ber and past chief of staff, Valley-Baptist Hospital; died April 
12, aged 85, of arteriosclerotic cardiovascular disease. 


Poniatowski, Jerome Francis ® Chicago; Loyola University 
School of Medicine, Chicago, 1943; served during World War II; 
died May 20, aged 38, of coronary occlusion. 


Porter, George Collier ® Linton, Ind.; Eclectic Medical Institute, 
Cincinnati, 1903; vice-president of the Greene County Medical 
Society; one of the founders of the Citizens’ National Bank and 
a director of the bank; for two terms county coroner; died in 
Freeman Greene County Hospital May 9, aged 78, of injuries 
received in an automobile accident. 


Powell, Charles Samuel, Oakland, Calif.; Hahnemann Medical 
College of the Pacific, San Francisco, 1904; died May 13, aged 
75, of carcinoma of the pancreas. 


Powell, Joseph E., San Angelo, Texas (licensed in Texas under 
the Act of 1907); died in Brady March 24, aged 87, of coronary 
occlusion. 


Pratt, Frank L., Bentley Creek, Pa.; College of Physicians and 
Surgeons, Baltimore, 1899; died April 12, aged 83, of myo- 
carditis. 


Prince, William Allen © Vance, Miss.; Memphis (Tenn.) Hos- 
pital Medical College, 1904; died April 26, aged 74, of a heart 
attack. 


Putnam, Arthur C., Marshall, Mo.; Homeopathic Medical Col- 
lege of Missouri, St. Louis, 1906; died April 7, aged 78, of 
cerebral embolism and coronary thrombosis. 


Ramsey, Louisa Augusta Wilken, Marion, lowa; State Univer- 
sity of lowa College of Homeopathic Medicine, Iowa City, 1918; 
died May 6, aged 61, of chronic myocarditis. 


Rhedes, Miles Bocker, Guntown, Miss.; Mississippi Medical 
College, Meridian, 1908; died in the Caldwell Memorial Hos- 
pital, Baldwyn, April 18, aged 87. 


Rosenberger, Henry Prizer ® Aberdeen, S. D.; State University 
of lowa College of Medicine, lowa City, 1925; member of the 
American Academy of Ophthalmology and Otolaryngology; 
specialist certified by the American Board of Otolaryngology; 
past-president of the North Dakota Academy of Ophthalmology 
and Otolaryngology; on the staff of St. Luke’s Hospital; died 
in St. Joseph’s Hospital, Park Rapids, Minn., Feb. 27, aged 58, 
cf injuries received in an automobile accident. 
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Rothman, Paul Morris ® St. Louis; Washington University 
School of Medicine, St. Louis, 1902; died in the Evangelical 
Deaconess Hospital March 1, aged 91, of cerebral thrombosis. 


Rowe, William Thomas, Portland, Maine; Medical School of 
Maine, Portland, 1907; died May 5, aged 73, of coronary 
thrombosis. 


Royer, Edwin Leroy ® Lock Haven, Pa.; Medico-Chirurgical 
College of Philadelphia, 1912; died in Leesburg, Va., March 19, 
aged 75, of injuries received in an automobile accident. 


Rubinsohn, Samuel Lewis, Philadelphia; University of Pittsburgh 
School of Medicine, 1909; member of the Medical Society of 
the State of Pennsylvania; fellow of the International College 
of Surgeons; a visiting member of the staffs of Hahnemann, 
Jefferson, and Pennsylvania hospitals; surgeon and chief of proc- 
tology at Albert Einstein Medical Center, Northern Division, 
where he died May 1, aged 68, of uremia and chronic pyelo- 
nephritis. 

Samuelil, Walter Adelbert, Zanesville, Ohio; Bennett College of 
Eclectic Medicine and Surgery, Chicago, 1906; died in the 
Good Samaritan Hospital May 4, aged 75. 


Schmidt, William Oscar, Edmonds, Wash.; Rush Medical 
College, Chicago, 1899; died in Everett April 20, aged 80, of 
acute pulmonary edema. 


Seidel, Albert Christian William © Chicago; College of Physi- 
cians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1903; president of the Lutheran Medical 
Mission Association, Chicago chapter; an administrator of the 
Walther Memorial Hospital; died April 3, aged 74, of chronic 
nephritis and uremia. 


Seiler, Raymond Alvah ® Blairstown, Iowa; Rush Medical 
College, Chicago, 1910; during World War I held a commission 
as captain in the U. S. Army; for many years director of the 
Benton County State Bank of Blairstown; on the staff of St. 
Luke’s Hospital, Cedar Rapids, lowa, where he died April 24, 
aged 70, of arteriosclerotic heart disease. 


Shaffer, George Emery ® Philadelphia; Jefferson Medical 
College, Philadelphia, 1911; on the staffs of Episcopal and 
Northeastern hospitals; died in Miami, Fla., April 7, aged 72, 
of coronary disease. 


Shanahan, Robert Henderson ® Yonkers, N. Y.; Columbia 
University College of Physicians and Surgeons, New York City, 
1900; an associate member of the American Medical Association; 
on the staff of the St. John’s Riverside Hospital; died April 25, 
aged 76, of cerebral hemorrhage. 


Sheerer, Walter Winfield ® Christopher, IIl.; Eclectic Medical 
Institute, Cincinnati, 1905; died May 2, aged 74. 


Sherwood, De Witt Lloyd © Detroit; Detroit College of Medi- 
cine, 1904; on the staffs of the Florence Crittenton Hospital and 
Harper Hospital, where he died April 14, aged 76, of cerebral 
hemorrhage due to arteriosclerosis. 


Shiffer, Joseph © Richmond Hill, N. Y.; Cornell University 
Medical College, New York City, 1923; supervisor of school 
physicians for the New York City Health Department in eastern 
Queens; served on the staffs of the Lutheran aad C amberland 
hospitals in Brooklyn; died in Triboro Hospital, Jamaica, April 
19, aged 56, of bronchiectasis. 


Shuman, Ambrose ® Catawissa, Pa.; University of Pennsylvania 
Department of Medicine, Philadelphia, 1894; an associate 
member of the American Medical Association; past-president of 
the Columbia County Medical Society; took an active part in 
the civic affairs of his home community, serving on the Cata- 
wissa school board for about 30 years; president of the Catawissa 
National Bank; for mamy years a member of the Bloomsburg 
(Pa.) Hospital, where he died April 23, aged 86, of arterio- 
sclerotic heart disease. 


Simpson, William B., Nashville, Ark.; Medical Department of 
Tulane University of Louisiana, New Orleans, 1900; died at the 
Howard County Memorial Hospital April 14, aged 79, of 
intestinal obstruction. 


DEATHS 683 


Sloane, Leonard O. © Los Angeles; Detroit College of Medicine, 
1902; one of the founders of the Hollywood Presbyterian 
Hospital; for many years practiced in Juneau, Alaska; died April 
17, aged 78, of heart disease. 


Smith, William Francis ® Lander, Wyo.; Jefferson Medical 
College of Philadelphia, 1904; served on the state board of 
health; died in the Bishop Randall Hospital March 21, aged 75, 
of cerebral thrombosis. 


Snell, Carlisle Harrison, Amherst, Ohio; Eclectic Medical In- 
stitute, Cincinnati, 1919; member of the Ohio State Medical 
Association; veteran of World War I; died in Cleveland April 13, 
aged 61, of coronary thrombosis. 


Spratt, Wray Lionell ® Rochester, N. Y.; University of Toronto 
Faculty of Medicine, Toronto, Canada, 1920; member of the 
American Society of Anesthesiologists; served as chief obstetrical 
anesthesiologist at the Rochester General Hospital; died April 3, 
aged 59, of coronary occlusion. 


Spurgeon, Orville Elmer ® Muncie, Ind.; Rush Medical College, 
Chicago, 1902; on the staff of the Ball Memorial Hospital; died 
April 11, aged 78, of myocardial infarction. 


Stark, Julius ® Brooklyn, N. Y.; University of St. Andrews 
Conjoint Medical School, St. Andrews and Dundee, Scotland, 
1933; interned at the Newark Beth Israel Hospital in Newark, 
N. J.; died in Jersey City Hospital April 7, aged 47, of injuries 
received in an automobile accident. 


Staub, Carl Aloysius ® Darby, Pa.; Jefferson Medical College 
of Philadelphia, 1914; on the staff of the Thomas M. Fitzgerald 
Mercy Hospital; died April 12, aged 61. 


Trace, Isadore Michael © Chicago; Northwestern University 
Medical School, Chicago, 1909; professor of medicine at the 
Chicago Medical School; formerly on the faculty of Loyola 
University School of Medicine; specialist certified by the 
American Board of Internal Medicine; fellow of the American 
College of Physicians; senior attending physician, Mount Sinai 
Hospital; associate attending physician at Grant Hospital; died 
May 4, aged 73, of carcinoma of the colon. 


Von Phul, Philip V. ® Seattle; Missouri Medical College, St. 
Louis, 1896; member of the North Pacific Society of Internal 
Medicine; served during World War I; died in the Columbus 
Hospital May 7, aged 80, of cor pulmonale with chronic asthma 
and bronchitis. 


Waite, Earl Leo ® Gilead, Ind.; Eclectic Medical College, Cin- 
cinnati, 1911; served during World War I; past-president of the 
Miami County Medical Society; died March 30, aged 80, of 
myocardial infarction and arteriosclerosis. 


Walker, Warren, Philadelphia; University of Pennsylvania De- 
partment of Medicine, Philadelphia, 1900; served during World 
War I; consulting dermatologist at the Bryn Mawr (Pa.) Hos- 
pital, where he died April 26, aged 76, of pulmonary embolism. 


Walsh, Joseph Henry ® Marcellus, N. Y.; Syracuse University 
College of Medicine, 1925; health officer of the town of Mar- 
cellus for 27 years; died May 3, aged 56, of coronary disease. 


Ward, Albert Lee ® Port St. Joe, Fla.; Tulane University of 
Louisiana School of Medicine, New Orleans, 1936; died March 
27, aged 41, of myocardial infarction. 


Wescoat, William Henry ® Cape Girardeau, Mo.; Marion-Sims 
College of Medicine, St. Louis, 1898; died in the Southeast Mis- 
souri Hospital April 2, aged 79, of arteriosclerotic heart disease. 


Wimp, William Horner, Banning, Calif.; Louisville (Ky.) Medical 
College, 1905; served on the staff of the Collis P. and Howard 
Huntington Memorial Hospital in Pasadena; died April 19, 
aged 73. 


Wiseman, Orlyn, Jeffersonville, Ohio; Starling-Ohio Medical 
College, Columbus, 1913; served during World War I in France, 
and received the Purple Heart; died in the White Cross Hos- 
pital, Columbus, April 29, aged 67, of congestive heart failure. 


Worden, George Kent, Alton, IIl.; Washington University 
School of Medicine, St. Louis, 1903; member of the honorary 
staff of the Alton Memorial Hospital, where he died April 17, 
aged 78. 
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FOREIGN LETTERS 


AUSTRIA 


Memorial for Professor Riehl.—At the meeting of the Society 
of Physicians in Vienna on Feb. 11, 1955, Dr. Denk called atten- 
tion to the 100th anniversary of the birth of Prof. Gustav Riehl, 
who died in 1943 at the age of 88. For 24 years he was the 
director of the dermatological clinic. Professor Riehl was the 
first editor of the Wiener klinische Wochenschrift, the journal 
of the Society of Physicians. Riehl’s importance as a derma- 
tologist was given fitting tribute by Professor Arzt in that journal 
‘(67:101 |Feb. 11] 1955). He was an honorary member of many 
scientific societies and chairman and honorary chairman of the 
'German Dermatological Society. In the name of the Austrian 
Society of Physicians the speaker had placed a wreath in front 
of the monument to Professor Riehl in the Arcadian Courtyard 
of the University of Vienna. 


Phenylpyruvic Oligophrenia.—At the same meeting Dr. A. 
Rosenkranz reported on five children with phenylpyruvic oligo- 
phrenia. The leading symptoms of this metabolic disease are 
feeblemindedness of the patients and excretion of phenyl pyro- 
racemic acid, which can be demonstrated in the urine by a 
greenish discoloration on the addition of ferric chloride. Early 
diagnosis is important because feeblemindedness may be pre- 
vented by placing the infants on a diet poor in phenylalanine. 
Therapeutic trials with transplantation of heterogenous liver 
tissue, vitamin B and C, glutamic acid, and corticotropin have 
failed. 

Dr. W. Rupp and Dr. F. Wewalka reported paper-chro- 
matographic observations revealing the storage of phenylalanine 
in the various fluids of the body; this storage is to be considered 
the cause of the disturbances. The abundant excretion of phenyl- 
alanine in addition to tyrosine in the duodenal juice would sug- 
gest that there is no tyrosine deficiency. Studies of renal function 
and of the electrolyte metabolism that were carried out for the 
first time revealed a disturbance in the distal portion of the 
tubule, concerning the excretion of chloride, ammonia, sodium, 
and potassium. These disturbances resulted in a hyperchloremic 
acidosis and in an impairment of the acid-base equilibrium in 
the plasma in the acidotic direction. 


Psychotherapy.—At the same meeting Dr. H. Strotzka presented 
a survey of studies carried out in a psychotherapeutic ambula- 
torium of the Vienna District Sick Insurance Funds. Results 
showed that psychotherapy is feasible within the frame of such 
an ambulatorium and that it is of economic value for the insur- 
ance funds. It is, however, emphasized that there is a serious 
disproportion between the number of patients with neuroses and 
the availability of therapeutic opportunities. One discussant 
stated that the popularization of psychiatric problems seems to 
have increased the incidence of neurotics. It was further stated 
that psychotherapeutic outpatient treatment at the policlinic re- 
quires an average of about eight sessions resulting in sufficient 
‘improvement in 75.7% of the patients to justify discontinuation 
of therapy. 


BRAZIL 


Cryptorchism.—Dr. Alvimar de Carvalho in Jornal de Pedi- 
atria (vol. 20, March, 1955) said that cryptorchism must be 
distinguished from other forms of testicular ectopy. The two 
commonest complications of cryptorchism are sterility and 
malignant degeneration (seminoma). If unilateral, the child’s 
growth and development will be regular and the danger of 
sterility is minimal. If bilateral, sterility occurs in 100% of the 
untreated cases and the sexuality will be altered (adiposogenital 
dystrophy). Treatment should be postponed until the child is 


The items in these letters are contributed by regular correspondents in 
the various foreign countries. 


between 8 and 10 years old to allow for the possible spontaneous 
descent of the testis, thus avoiding unnecessary hormonal treat- 
ment that may be harmful. Hormonal treatment, when the doses 
and duration are properly regulated, even when it does not cause 
the testis to descend, will facilitate the future operation, because 
it stimulates the growth of the testes, scrotum, and vas deferens. 
Exaggerated genital stimulation must be avoided because of the 
danger of precocious puberty and calcification of the epiphyses. 
In addition to gonadotrophic hormones, pituitary or thyroid 
extract may be indicated in some patients. If hormonotherapy 
fails, surgical treatment should not be delayed. If treatment is 
not started until puberty, operation is the only treatment. The 
operation consists of an orchiopexy performed in one or two 
stages. Great care must be taken not to damage the spermatic 
cord, as this may lead to testicular atrophy. Orchiopexy must 
be performed when the child is about 10 years old, unless hernia, 
spermatic torsion, or some other indication makes earlier opera- 
tion necessary. In case of high location of the ectopic testis, 
postoperative gonadotrophic therapy is advisable. 


ENGLAND 


Influenza.—Influenza in Britain seems to have been caused 
mainly by the B virus so far this year (Lancet 1:300, 1955). The 
last epidemic of influenza B of a size comparable to that of the 
present was in 1945-1946, since then infection has been endemic, 
with sporadic cases detected each winter. The incidence has not 
been so high as with influenza A. Persons of all ages have been 
attacked, although the higher attack rate has been in children. 
In September influenza B virus was found in Wales, then in the 
north of England, in Scotland, and more recently in southern 
England. Epidemics of influenza A generally occur every two 
to three years; there were epidemics in Britain in 1949, 1951, 
and 1953. So far influenza A cases this year have been sporadic. 
In England and Wales the death rate from influenza rose from 
66 in the week ending Dec. 18, 1954, to 136 in the week ending 
Jan. 22, 1955. The prevalence of the disease, which was greatest 
in November and December, has varied from place to place. In 
the north of England the recent epidemic was the worst in attack 
rate and severity of any in the past seven years. At first most 
of the victims were children aged 5 to 10, and at one time 
school attendances in this age group were only 33 to 38% of 
the total enrollment. In one area 75% of the school children 
were away from school at one time. The clinical symptoms were 
fever of sudden onset, headache, sore throat, and sometimes 
cough and epistaxis. In some children pyrexia lasted for five to 
seven days, and convalescence took two to three weeks. Half 
of the adults were severely affected, with much postinfluenzal 
fatigue and depression. The children suffered no complications, 
but among the adults these included pneumonia, arthritis, and 
otitis media. 

In the west of England influenza has been widespread and 
highly infective but comparatively mild and with few compli- 
cations. Children have been affected more than adults, and they 
have also suffered from gastrointestinal disturbances, such as 
colic, vomiting, and diarrhea. Pyrexia has not lasted more than 
three or four days, and, when it has been prolonged, some 
physicians have reported benefit from using chlortetracycline. 
In November, 1954, there was an explosive outbreak affecting 
children up to 14 years of age with sudden and severe pyrexia, 
delirium, and epistaxis. One child is stated to have had red vision 
for a few days before the onset of pyrexia. About one patient 
in 30 has a second attack. In this epidemic the incubation period 
has been about three days; aches and pains have often been 
distressingly severe. In one area in London the symptoms have 
been mainly gastrointestinal, with abdominal pain and diarrhea. 


Source of Infection in Tuberculous Children.—Tuberculosis in 
children is preventable, yet, by the time they reach their 14th 
year, 45% of English children become infected with tuber- 
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culosis. The mortality from this disease in childhood has fallen 
rapidly in the last few years in England, largely as a result of 
improved methods of treatment, but the fall in tuberculous 
morbidity has not kept pace with this fall in mortality. For this 
reason Professor Illingworth and his co-workers have made a 
detailed investigation of the source of infection in a large group 
of tuberculous children (Lancet 1:263, 1955). The source of 
infection was determined in 327 to 401 children with active 
intrathoracic or generalized tuberculosis who were inpatients 
or attending the Children’s Hospital, Sheffield. A search was 
made for contacts in the whole household and among persons 
who, on the basis of the history, appeared to be likely sources 
of infection. Direct evidence that a child had been infected by 
a certain tuberculous person could never be absolute. When it 
was found, however, that an infected child had been in un- 
doubted contact with a person suffering from active postprimary 
tuberculosis, or with a person with an open or potentially dis- 
charging tuberculous lesion, that person was regarded as the 
source of infection. In some of the children in whom no contact 
was found the infection was of bovine origin. 

As would be expected, the younger the child the easier it was 
to trace the source of infection. In the adequately investigated 
families, the source of infection was found in 70 of 73 children 
under one year of age; in 87 of the 101 children aged one year; 
in 99 of 117 children aged 2 to 4; and in 72 of 110 children 
aged 5 to 14. In some cases there were multiple contacts. The 
father had tuberculosis in 119 instances, the mother in 108, 
other relations in 143, and other persons in 46. Most of the 
sources of infection were thus in the household, over 75% of 
the contacts being parents or others living in the house. From 
a knowledge of the source of infection, Professor Illingworth 
and his colleagues have devised important measures for prevent- 
ing tuberculosis in childhood. They emphasize the importance 
of reporting all cases in children, so that an intensive search 
for the source of infection can be made. This enables the in- 
fected adult to be traced and treated and other child contacts 
to be protected from infection by BCG vaccine or other means. 
They also stress that all child contacts should be examined as 
soon as tuberculosis is diagnosed in an adult, so that tuberculin- 
negative children can be segregated until they have been pro- 
tected by BCG vaccine. 

Other antituberculosis measures advocated by the Sheffield 
workers are: (1) roentgenogram of the chest of all adults with 
symptoms that could be due to tuberculosis; (2) roentgenogram 
of the chest of all adults who may be a source of infection: 
(3) continuous supervision of adults whose tuberculosis is sup- 
posed to be inactive; former patients whose sputum is negative 
should be regarded as potentially infectious if they are in contact 
with children; (4) prevention of contact between unprotected 
children and adults with tuberculosis; tuberculin-negative chil- 
dren should be excluded from tuberculosis wards of hospitals 
and sanitariums at visiting time; and (5) instruction of adult 
patients in the infectivity of their condition and in elementary 
hygiene. Professor Illingworth and his co-workers are convinced 
that a greater sense of urgency is needed in dealing with the 
problem of tuberculosis. When a child is reported as having 
acquired tuberculosis, every effort should be made promptly to 
determine the source of infection, whatever the age of the child. 
That this is worth while is shown by the fact that the source 
was found in over 80% of the infected children. It is also just 
as essential to conduct an immediate examination of all child 
contacts when an adult is found to be infected, so that further 
contact can be prevented if the child is tuberculin negative, or 
so that the child can be protected by BCG vaccine, if subsequent 
contact is unavoidable. The value of the work of the tuber- 
culosis services in Sheffield is shown by the remarkable fall in 
childhood mortality. It was lower last year ihan in any other 
city (1.8 per 1,000,000). 


More Hospitals to be Built.—Very few hospitals have been built 
since before the war. On Feb. 9 the Minister of Health stated that 
the new Cardiff teaching hospital and the rebuilding of Charing 
Cross Hospital at Harrow are among the type of project that it 
is proposed to start in the next few years. The government's 
proposals for building new hospitals and the modernization of 
others is subject to Parliament voting the necessary moncy, 
which cannot be met out of the normal expenditure on the 
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National Health Service but must come from government bor- 
rowing. The total annual expenditure for 1956-1957 and 1957- 
1958 is expected to be $36,400,000 and $50,400,000 respectively. 
This money will come directly from the Exchequer, but the 
Minister said that he hoped some hospital building could be 
financed from cther sources. When questioned by Sir Frederick 
Messer, a member of Parliament with much experience in hos- 
pital administration, the Minister said that the special allocation 
from government funds for these projects would not affect the 
normal capital allocations to the regional hospital boards. Neces- 
sary medical staff would be forthcoming because there has been 
a steady increase in the output of physicians since 1948, and it 
should be easier to attract staff to good, new hospitals, than to 
older ones. In spite of the apparently large expenditure, less 
would be spent on the new hospitals than on similar projects in 
the 1930’s. A program of new hospitals for Scotland was also 
announced, 


Research on Rheumatism.—!In his report to the annual meeting 
of the Empire Rheumatism Council in London in April, Dr. W. 
S. Copeman said that the council had asked the Minister of 
Health to recognize rheumatism as a specialty. He had done this 
in recognizing hospital appointments in rheumatism as specialist 
appointments. A mobile field research unit has been approved 
and a director is being sought. One of the functions of the unit 
will be to provide facilities for research into the cause and 
environmental influences in rheumatic disease. In only one other 
field, that of pneumonoconiosis, has a similar attempt been made, 
and that work will probably be used by the council as a pattern. 
The unit will investigate problems in rheumatism in any part of 
Great Britain and possibly the Commonwealth. Rheumatism 
accounts for the loss of many man-hours in industry, and it is 
hoped that industrial organizations will cooperate with both 
finances and facilities for research. The prospects of curing the 
various forms of rheumatic disease, some of which are aggra- 
vated if not caused by industrial processes, are not as good as 
those of prevention. To prevent, it is necessary to find the cause 
or causes. 


Death of Sir Edward Mellanby.—Sir Edward Mellanby died 
suddenly on Jan. 30, at the age of 70. Between 1915 and 1919 
he carried out much of the fundamental work leading to the 
discovery of vitamins A and D. He also showed that phytic acid 
in cereals can produce rickets by forming insoluble calcium 
compounds with the calcium in the food. His later work in this 
field demonstrated the influence of vitamin A on the growth and 
shape of bones, and he showed how a deficiency might cause 
neurological disturbances by pressure on the nerves by ab- 
normally growing bone. Up to the time of his death, Mellanby 
continued with his work on vitamin A. Other investigations 
carried out by him included the toxicity of agenized flour, the 
absorption of alcohol, the metabolism of lactating women, and 
the diarrhea and vomiting of children. In 1934 he was appointed 
secretary of the Medical Research Council, and he did much to 
develop its activities and establish it as an important factor in 
the medical and scientific life of the country. A member of the 
Scientific Food Policy Committee of the War Cabinet, he 
strongly influenced the medical aspects of food policy during 
the last war. 


Death after Fumigation—When a family in Oldham moved 
into a corporation house many of their belongings, including a 
baby carriage, were fumigated with hydrogen cyanide. Later the 
baby became ill and died, and a sister, aged 2, and the parents 
suffered from headaches and vomiting. A pet budgerigar also 
died. Traces of cyanide were found in the lungs of the dead 
child and also in those of the dead bird. At the inquest on the 
cause of death a pathologist said that the presence of poison 
was a factor in causing the baby’s death. There was also evidence 
of dysentery, and he did not know whether the child would have 
died of cyanide poisoning if it had not had dysentery. Recording 
a Verdict of accidental death, the coroner found that there was 
no evidence of criminal neglect but that a public health employee 
had been negligent in fumigating the carriage with a mattress 
in it. The mattress would retain some hydrogen cyanide, which 
it would subsequently give off, and could cause the death of a 
child sleeping on it. 
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INDIA 


Early Bagassosis.—Ganguly and Pal (J. Indian M. A. 24:253 
Jan. 1] 1955) reported on the importance of bagassosis, an 
industrial disease caused by the inhalation of bagasse dust. This 
is a waste product of sugar cane after the extraction of sugar 
and is used extensively as a raw material for manufacturing 
paper. Three cases of this disease are reported for the first time 
in India. The disease manifests itself as an acute allergic response 
to the dust, which probably contains a protein mixture that acts 
as an antigen. A bacterial infection is usually superimposed, 
causing acute bronchiolitis. Patients are brought to the hospital 
for fever, cough associated with tenacious sputum, dyspnea, and 
hemoptysis. If treated early the pulmonary condition resolves 
completely, but if left untreated it passes into a chronic stage 
with fibrosis, emphysema, and bronchiectasis. The three patients 
came from the same paper mill. Repeated sputum examination 
showed no acid-fast bacilli. Roentgenograms of the chest showed 
fine mottling or miliary nodules in the lungs. Complete rest and 
no contact with bagasse dust alone caused subsidence of symp- 
toms. Injections of penicillin twice a day for about 10 days 
helped to control the disease. Roentgenograms after three months 
showed complete disappearance of the lesions. To prevent relapse 
these patients were advised not to work any more in a factory 
where bagasse dust was prevalent. 


Intragastric Oxygen for Ascariasis.—At a meeting of one of the 
local medical societies in Bombay, D. D. Vora reported on the 
treatment of ascariasis with intragastric oxygen. The patient eats 
a light meal in the evening preceding treatment and takes a warm 
water enema the next morning. In a series of 31 patients good 
results were obtained in 20, in that no subsequent purging was 
required. No untoward side-effects were observed. In addition 
to being effective, this treatment is much cheaper than treatment 
with santonin and the other commonly used vermifuges. 


ITALY 


Symposium on Portal Hypertension.—At the 56th convention 
of the Italian Society of Surgery in Rome Prof. Valdoni of Rome 
said that the hepatic artery should be ligated when the increased 
portal tension parallels the increased pressure in the hepatic 
artery. In patients in whom the portal hypertension is due to 
alterations in the spleen, the most logical procedure is to remove 
the spleen and perform a splenorenal anastomosis. For all other 
patients porta-caval anastomosis is performed. The speaker 
prefers a side-to-side anastomosis because this permits the blood 
arriving in the liver through the hepatic artery to flow through 
the anastomosis. The ligation of the portal vein at the hilus of 
the liver and the anastomosis of the stump to the inferior vena 
cava does not facilitate the flow of the arterial blood through 
the liver into the suprahepatic arteries. Side-to-side anastomosis 
presents great technical difficulties, which can often be over- 
come only by means of an interposed graft. Valdoni ligates 
and sections the inferior vena cava above the iliac veins and 
implants the proximal stump into the portal vein. This tech- 
nique has the advantage of creating the maximal difference of 
pressure at the anastomosis, and this is one of the best means 
of maintaining the patency of the anastomosis. With this opera- 
tion excellent results are obtained except in patients with cir- 
rhosis of the liver, because in these patients uncontrollable 
capillary hemorrhage from the retroperitoneal vessels occurs 
after the operation. 

According to Dr. Ruggeri of Naples, the operation of choice 
in hypertension due to cirrhosis of the liver is ligation of the 
hepatic artery. Professor Trivellini of Pisa, in comparing the 
various types of arterialization of the portal system, expressed 
a preference for end-to-end anastomosis of the splenic artery 
to the splenic vein after splenectomy. Unlike a porta-caval 
anastomosis and ligation of the hepatic artery, arterialization is 
the operation of choice for chronic hepatitis with jaundice and 
portal hypertension. There remains the question: To what should 
the improvement in the liver parenchyma that follows these 
operations be ascribed? Is it due to a decrease in the portal 
pressure? 
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NORWAY 


Phenylindandicne as an Anticoagulant.—Dr. Rolf Jorde has had 
encouraging experiences with the use of phenylindandione as 
an anticoagulant in 30 patients: 12 with myocardia! infarcts, 11 
with angina pectoris, and 7 with thrombosis and embolism 
(Nordisk medicin, April 14, 1955). With only one exception, the 
treatment was started while the patients were in hospital, and 
the blood’s content of prothrombin-proconvertin was deter- 
mined by Owren’s method. When the patient left the hospital, 
written as well as oral instructions were given and the patients 
were requested to check the dosage schedule daily. On return- 
ing to the hospital for a check-up, they received further written 
instructions. Treatment lasted from 59 to 784 (average 339) 
days. In most cases the prothrombin-proconvertin level fluctu- 
ated between 10 and 30%, but some patients presented one or 
several higher peaks. In most instances this was due to a need 
for an increased dosage of phenylindandione. Fluctuations 
below 10% were rare. The patients were examined at intervals 
of about 17 days. During 84% of the 10,174 patient-days ob- 
served, the prothrombin-proconvertin level remained within the 
therapeutic range. It was necessary to give vitamin K because 
the prothrombin-proconvertin level was too low in only 2 cases. 
The first was that of a man, aged 42, whose phenylindandione 
treatment had to be discontinued on account of melena with 
a prothrombin-proconvertin level of only 24%. Blood trans- 
fusions supplemented by vitamin K given by mouth were fol- 
lowed by cessation of the melena and a rise of the prothrombin- 
proconvertin level to 80% after 24 hours. The other patient was 
a woman, aged 60, who bled profusely after the incision of a 
whitlow. Her prothrombin-proconvertin level rose from 20 to 
60% when vitamin K was given. As she had not followed in- 
structions properly, she was largely responsible for this mishap. 
To prevent similar mishaps, all the patients undergoing this 
treatment are warned verbally and in writing not to submit to 
any surgical operation without control of the prothrombin-pro- 
convertin level and the advice of the physician in charge. Jorde 
concludes that phenylindandione is well suited to prolonged anti- 
coagulant treatment under ambulatory conditions, for it is easier 
to maintain a steady prothrombin-proconvertin level with a con- 
stant dose of phenylindandione than with bishydroxycoumarin. 


Blood Tests for Cancer.—At the pathological department of the 
Gade Institute in Bergen, Dr. Kristen Austarheim has investi- 
gated the claims made for certain blood tests said to be diag- - 
nostic of cancer. He chose the following three as they are com- 
paratively easy, need no well-equipped laboratory, and are said 
by their sponsors to contribute much to an early diagnosis of 
malignant disease: Black’s methylene blue test, the Black- 
Kleiner-Bolker heat turbidity test, and the Bolen test. Of the 
316 persons examined, 56 had histologically verified cancers, 
21 had cancers not thus verified, 12 had malignant reticulosis, 
12 had benign neoplasms, 183 had nonneoplastic diseases, and 
32 were healthy controls. Fourteen of the 56 patients in the 
first group were reexamined about one year after the completion 
of treatment to evaluate the prognostic significance of the tests. 
None of the tests gave impressive results. In 14.6% of the 89 
cases of malignant disease, all three tests were negative, and, 
in 33% of the patients with nonmalignant diseases, there was 
a positive reaction to at least one of the tesis; this was also 
the case with 9% of the presumably healthy controls. As com- 
pared with the other two, the Bolen test gave fewer false posi- 
tive and false negative results, but none of the three could be 
considered suitable as screening tests in a mass survey. The 
trials were, however, encouraging when the tests were applied 
to patients a year after the completion of some form of treat- 
ment. Here there was good correlation between the findings of 
the tests and the clinical examination in most of the patients. 
It is therefore possible that such tests may be of value in giving 
a clue to the effectiveness of treatment. Austarheim concluded 
that the shortcomings of these tests were due to the fact that 
they depend on nonspecific physical and chemical changes in 
the blood. Thus they do not tell us much more than the sedi- 
mentation rate, which depends on the same conditions. He be- 
lieves, however, that with the exercise of discretion, clinicians 
may find such tests of some value in individual cases. 
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PERU 


Surgical Management of Mitral Stenosis.—The ninth Peruvian 
Congress of Surgery was held in Lima in March. In the sym- 
posium on surgical management of mitral stenosis, Dr. David 
Canepa of Lima said that mitral commissurotomy requires ah 
exact diagnosis of the condition, careful evaluation of the grade 
of stenosis, and selection of the patients on the basis of their 
chances for recovery after operation. Dr. J. R. de Somocurcio 
of Lima reported a series of 12 women and 8 men who under- 
went mitral commissurotomy, all of whom had had rheumatic 
fever. According to Harken’s classification, six patients had 
grade 2 stenosis, nine had grade 3, and five had grade 4. Those 
with grades 2 and 3 stenosis were relieved in varying degree by 
the operation, but those with grade 4 stenosis were slightly im- 
proved or showed no improvement. In most patients the size of 
the mitral orifice was less than one square centimeter. There were 
no operative complications, except in one patient in whom acute 
pulmonary edema developed. This was promptly controlled. One 
patient died one year and one two years after the operation. 
Both of these had a grade 4 stenosis. In general, results were 
judged to be excellent in nine patients, good in six, fair in three, 
and poor in the two who subsequently died. 

Dr. A. Mispireta of Lima pointed out that the main post- 
operative roentgenographic changes observed on those patients 
who were relieved by the operation were diminution of the pul- 
monary stasis, diminution of the left middle arch convexity of 
the cardiac configuration, and return to normal size of the left 
ventricle. Dr. Mario Salem of Lima stated that in mitral surgery 
the choice of the anesthetic agent is not so important as its care- 
ful administration. Preoperatively he gives 0.3 mg. of atropine 
and 100 mg. of secobarbital intramuscularly. If an analgesic is 
required, 25 to 50 mg. of meperidine hydrochloride is given. 
Whenever the blood pressure falls as a result of the patient's 
change of position, the patient should be operated on in the 
supine position. All blood loss must be replaced as soon as 
possible, taking care not to overload the cardiovascular system. 
Patients given quinidine sulfate as premedication should not 
receive procaine hydrochloride at the operation. The lowering 
of the blood pressure frequently observed during the operation 
must be controlled by means of intermittent injections of 
methoxamine hydrochloride or levarterenol bitartrate. If cardiac 
arrest occurs, direct massage of the heart, electric stimulation, 
or the administration of ephedrine, procaine, or calcium should 
be tried, and the anesthetist must make sure that the patient is 
getting enough oxygen. Dr. Marino Molina of Lima said that 
in rheumatic endocarditis critical points of the valves tend to 
become adherent, because during systole they are closely ap- 
proximated. The clinical manifestations of the stenosis depend 
not on the size of the stenosis but rather on the degree of 
compensation present. The best operative results are obtained 
in those patients whose rheumatic endocarditis affects only the 
border of the valves. 


Gastroduodenal Hemorrhage.—In the symposium on massive 
gastroduodenal hemorrhage at the same meeting, Dr. D. de la 
Flor of Lima stated that this grave complication requires both 
surgical and medical management. He said that rupture of the 
celiac trunk or any of its branches produces a selective hypo- 
tension in the hepatic artery with the consequent hypoxia of 
the liver, which disturbs the urea metabolism and diminishes the 
oxidation of Shorr’s vasodepressor factor. This latter effect ac- 
counts for the resulting shock. In his series of patients, 80% of 
massive gastroduodenal hemorrhages are caused by diseases of 
the gastrointestinal tract itself, chiefly peptic ulcer. In some 
patients thrombocytopenic purpura occurs after blood trans- 
fusion, due probably to the fact that during transfusions the 
platelets stick to the inside of the flask. Dr. Carlos Monge Jr. 
of Lima stated that in gastroduodenal hemorrhages the blood 
volume determination as soon as bleeding has ceased is the only 
accurate indication of the amount of blood lost. If several hours 
have elapsed after the hemorrhage, the hematocrit should also 
be obtained, so that the patient will not be given an excessive 
amount of blood or plasma. If this occurs, a suspension of packed 
erythrocytes should be given. 

Dr. G. G. Klinge of Lima said that the first aim of the treat- 
ment must be to prevent or combat the shock. Shock arises 
whenever more than one liter of blood is lost, and whole blood 
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or plasma transfusions should be given. If they are not available, 
dextrose in physiological saline solution should be given. A urine 
volume of not less than 800 cc. per day must be maintained. 
With the exception of vitamin K, coagulants are not indicated. 
If antacids are used they should be the insoluble type. Opiates 
are contraindicated and, during the first days after the hemor- 
rhage, atropine is given to minimize gastric motility and secre- 
tion. Psychotherapy may be useful in some patients. 


Surgery of the Digestive Tract.—In the symposium on surgery 


‘of the digestive tract at the March surgical congress, Dr. A. 


Ufano and his co-workers of Lima reviewed the records of 445 
surgical operations on the biliary tract performed in 440 patients 
whose ages ranged from 17 to 72 years. Most of the patients 
complained of symptoms from one to five years before they were 
operated on. Pain in the left upper abdominal quadrant and/or 
epigastrium radiating to the back, nausea, vomiting, jaundice, 
and intolerance of fatty foods, in that order, were the most 
important symptoms. About 77% of the patients were found 
to have chronic cholecystitis with stones. The most useful diag- 
nostic aids were cholecystography, duodenal drainage, serum 
bilirubin levels, and flocculation tests. Moreover, cholangiog- 
raphy performed simultaneously with transcystic instrumental 
exploration permits a more exact diagnosis. Direct cholecystec- 
tomy followed by transcystic biliary drainage is the surgical pro- 
cedure of choice. In patients with chronic pancreatitis, biliary 
drainage is a suitable and safe procedure. When chronic odditis 
is found, transduodenal papillotomy is recommended. There 
were three operative and nine postoperative deaths. Although 
postoperative complications were present in 140 patients, most 
of them were treated successfully. Residual lithiasis was observed 
in seven patients, all of whom were reoperated on. The good 
results obtained in this series were attributed to the proper man- 
agement of the patients, the avoidance of damaging the common 
bile duct, the systematic exploration of the biliary tract, and the 
efficiency of the surgical team. 

Dr. R. Ruiz G. of Lima said that the surgeon should not 
operate for acute cholecystitis until the process becomes qui- 
escent, unless the acute attack has proved resistant to supportive 
medical treatment, or when warning signs of perforation are ob- 
served. Every patient in whom a diagnosis of acute cholecystitis 
is made should be advised to undergo surgical treatment as soon 
as the process becomes quiescent to prevent the development of 
either serious complications or chronic cholecystitis. Dr. J. 
Murphy of La Oroya said that the incidence of gastroduodenal 
ulcer at high altitudes is significantly greater than that observed at 
sea level. Moreover, the occurrence of complications such as 
massive hemorrhage appears to be relatively higher at high alti- 
tudes. Dr. R. Corno of Lima has used vitamin A in the treatment 
of postoperative insomnia. He obtained surprisingly good results 
in eight patients by giving the vitamin in doses of 50,000 to 
300,000 units. He found that patients awaken from the sleep 
induced by vitamin A refreshed and free of ill-effects in contrast 
to what usually happens when barbiturates and other drugs are 
used. 


Orthopedics and Traumatic Surgery.—At the same surgical 
congress, in the symposium on orthopedics and trauma, Dr. 
E. Monteagudo of Lima said that diskography should be per- 
formed in every patient complaining of the single symptom of 
low back pain that runs a course with periods of remission and 
exacerbation but no sensory, motor, or tendon reflex disturbance. 
In those patients with evident signs resulting from compression 
of the nerve roots, myelographic study is preferred, and disk- 
ography is resorted to only when the former procedure has given 
negative results. The protrusion of the nucleus pulposus into the 
vertebral canal is a contraindication for diskography, as the 
nerve roots are displaced and the needle could damage them. 
Dr. J. Murphy of La Oroya reviewed 25 patients with fractures 
of the long bones treated by means of medullar nailing. He has 
obtained satisfactory results and concludes that this procedure 
offers advantages over other methods in the surgical treatment 
of such fractures, not only because of the ease with which it can 
be performed but also because the hospitalization and the period 
of disability are shortened. 

Dr. R. Corno of Lima, speaking on the management of the 
traumatic dislocation of the shoulder and the importance of its 
correct diagnosis, therapy, and prognosis, stressed: (1) a careful 
clinical examination of the region and a detailed history of how 
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the dislocation was produced, (2) a complete roentgenographic 
study of the shoulder girdle, (3) detection of any associated 
fracture, and (4) a search for associated vascular and/or nervous 
lesions. In another lecture Dr. Corno stated that cerclage, though 
somewhat outmoded, is nevertheless of great value in the man- 
agement of certain fractures, but patients should be carefully 
selected and strict asepsis must be observed. Metallic sutures 
must be avoided, using instead absorbable organic material. 
After the operation the limb must be placed in a cast. This 
procedure is not suitable for short, oblique fractures, or when 
local or general infection is present. Dr. F. Alaiza of Lima 
recommended the use of vitamin B.. in large doses for the 
treatment of trigeminal neuralgia. He gives his patients an 
average daily dose of 1 mg. for 10 days, then this same dose is 
given at progressively longer intervals five more times. Intra- 
cranial trigeminal neurotomy (Frazier’s operation) is the best 
surgical procedure for this condition, but the physician should 
resort to it only after the use of vitamin B,. and alcohol in- 
jection have failed. On the other hand, decompression of the 
gasserian ganglion is also a suitable procedure for the treatment 
of intractable trigeminal neuralgia. Dr. G. C. Zaldivar of Lima 
in treating chronic osteomyelitis uses bony grafts preceded by 
extensive curettage. The additional use of antibiotics, plaster 
casts, and rest insures good results in most patients. 


Psychotherapy After Gastrectomy.—At the same meeting Dr. 
Arnaldo Cano of the mental hospital “Victor Larco Herrera” of 
Lima said that psychotherapy after gastrectomy for peptic ulcer 
was important because, if psychogenic factors contributing to 
the cause of the ulcer could be removed, recurrence might be 
prevented. Without such treatment the operation is likely to give 
only temporary relief. Such treatment does not necessarily re- 
quire a psychiatrist. The surgeon can often obtain excellent 
results, if he will take the time to get a brief but accurate 
history from the patient including details as to how the patient’s 
behavior has been modified by the disease, what situations the 
patient has found to aggravate the disease, what he expects of 
the treatment, and what he hopes for the future. 


SWITZERLAND 


Symposium on Poliomyelitis—Before the Swiss Academy of 
Medical Sciences in February, Dr. L. Choquard said peptonic 
shock appeared to ‘have a favorable effect on patients with severe 
poliomyelitis in the acute stage. Some of the observed regressions 
were too spectacular to be attributed to a spontaneous evolution 
of the disease. Dr. J. D. Verlinde of Leiden, Netherlands, said 
that opinions are still divergent regarding the various pathogenic 
aspects of poliomyelitis. The digestive tract, with the tonsils, 
remains the classical path of entrance. Experiments show that, 
when subjected to an irritating intramuscular injection followed 
by an inoculation, the subjects eventually show some paralysis 
of the muscles between the site of injection and the central 
nervous system. This suggests a retrograde nervous dissemina- 
tion. The author believes that there is a nervous primary form 
of the disease. A localized myositis, after an injection, favors 
the passage of the virus from the blood into the nerve cells, 
which have been denuded by the trauma. A nervous form is then 
apt to develop, even though the disease itself remains benign. 
It may be aggravated or modified by pregnancy, influenza, or 
muscular fatigue. 

The author divided 30 monkeys into three groups, all of 
which were given cortisone to augment the development of the 
infection. The first group served as a test group. The second 
was treated with an intragluteal injection of diphtheria toxoid, 
provoking a muscular local lesion that was intended to facilitate 
the passage of the virus from the blood to the nervous system. 
The third group was subjected to a tonsillectomy just before 
the experiment was started. Every day one animal was killed. 
On the first day all subjects were inoculated parenterally with 
type 1 and 3 virus. In the first group, the virus was found in 
the feces on the fourth day. Viremia was present from the fifth 
to the eighth day. Paralysis appeared between the 10th and 12th 
days, when all traces of viremia had disappeared. Within the 
central nervous system, viruses appeared only on the 1 Ith day, 
in animals in which paralysis was absent. The virus was present 
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in nearly all organs. The fact that there is a dissociation between 
viremia and paralysis does not indicate a direct blood stream 
diffusion. In the second group, viremia was present from the 
fifth to the eighth days, but the virus was found in the sciatic 
“nerve on the seventh day. It seems thus that the muscular lesion 
facilitates its passage into the nervous system. In the third group, 
viremia was present from the fifth to the eighth days, but the 
virus was present in the glossopharyngeal nerve from the fourth 
to the seventh days, whereas in the animals that had not been 
subjected to tonsillectomy, this nerve presented no virus. Severe 
bulbar forms were often noted in this group, probably due to 
lesions of the cranial nerve endings. The author believed that 
the paths of penetration of the virus were alimentary, then 
hemal, then nervous due to an accidental concomitant muscular 
lesion. He also included a primary nervous path when the sub- 
jects harbored the virus after a tonsillectomy. 

Professor Fanconi of Zurich said that (1) the number of 
patients with poliomyelitis was increasing, (2) the disease had 
become more endemic than epidemic, and (3) the average age 
of the patients had increased. Since 1944 the whole of Switzer- 
land has been subject to a diffuse and endemic contamination. 
This has not prevented the appearance of explosive outbreaks. 
In local epidemics, indexes of infectivity ranged from 2 to 20%. 
We do not know what indigenous factors may precipitate an 
epidemic in a given area, but pregnancy and fatigue are pre- 
disposing factors. Cortisone favors the appearance of paralysis. 
Histological studies have shown that the tigroid substance of 
the nerve cells is altered by poliomyelitis in the same way as 
by extreme fatigue. Studies made during an epidemic in 1942 
have shown that a superficial, massive encounter is not sufficient 
to provoke an attack but that the clinical disease requires pro- 
longed direct contact, as provided within a family. In a state 
where statistics are available on a large scale, the incidence of 
poliomyelitis is inversely proportional to the degree of infection 
within that country. 

Lépine of Paris found that immunity acquired after the disease 
was not to be relied on but that immunity obtained through one 
or several unapparent infections was more effective and that 
the titer of the antibodies sometimes increased in the following 
years. The organisms attacked by the disease are probably not 
capable of producing an adequate quantity of antibodies. This 
fact gives a clue to the low level of the titer even after an 
infection. Three factors may explain the reduction of the im- 
munity and the resulting aggravation of epidemics: 1. Improve- 
ment in sewage treatment reduces vaccination by small doses of 
the virus in fecal material. 2. An improved standard of living is © 
responsible for a reduced birth rate, and an increased number 
of rooms per house is responsible for less concentration of the 
population, all of which reduce the opportunities for contact 
with the disease. 3. More rapid transportation brings into non- 
contaminated parts of the country new types of the virus, capable 
of provoking severe epidemics. 

Antibodies in the serum are ineffective against virus in the 
digestive tract, but they neutralize those of the nervous system. 
Experimental studies confirm the impression that the first rise 
of temperature, which when plotted on a graph resembles a 
dromedary’s neck, is pathognomonic and represents the viremic 
period. Cephalalgia and nausea, at this stage, indicate that there 
is a premature injury of the central nervous system. Although 
the methods of treatment have not undergone any revolutionary 
change, the results have greatly improved. The death rate, which 
was 8.7% until a few years ago, has fallen to 2.4% despite 
a marked increase in the number of paralytic cases. Thanks to 
artificial hibernation, tracheal intubation, and Engstrém’s ap- 
paratus, patients can now be saved who were formerly doomed. 
Better nursing care has, in nearly all cases, prevented con- 
tractures. 

Professor Francillon of Zurich said the four main stumbling 
blocks were contractures, the law of gravity, complications due 
to prolonged bed rest, and osteoporosis due to trauma (Sudeck’s 
dystrophy). Contractures appear mostly in the lower extremity. 
They alone may be an indication for operation in the first two 
years. Teamwork is required for best results. Difficulties arising 
from the law of gravity are fought, at the start, by means of 
hydrotherapy. Deformities appear in 65% of patients in the 
first 12 months, a fact that indicates the importance of the 
treatment at this stage. 
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RESTRICTIVE DIETS 


To the Editor:—The remarks in the editorial “Restrictive Diets” 
(THE JOURNAL, May 14, page 123) evidently represent a one- 
sided individual opinion. The assertion that “no consistently 
good results have ever been reported from the use of a low 
sodium diet,” and the intimation that it is “therapeutically worth- 
less,” seem to smack of narrow experience and opinion on the 
part of persons who see an artificially high proportion of 
“refractory” cases. Besides my own contrary experience, there 
are pertinent comments as follows. 1. The writer of this editorial 
diametrically contradicts previous editorials in THE JOURNAL 
(e. g., the “overwhelming evidence of value” {May 31, 1947, 
page 457]), which cite supporting literature. 2. This editorial dis- 
agrees with the majority opinion of physicians today, who do 
restrict salt in hypertension treatment. Since a poll cannot be 
taken on the question, it suffices to notice the increasingly large 
sales of unsalted foods of all kinds, which are not prescribed 
merely for edema; therefore the diet has not fallen into disrepute. 
3. Physicians would not continue to use this diet so extensively 
if they did not observe benefits. Did the editorial writer never 
see a clearing of retinopathy or a fall of pressure and relief of 
headache and other symptoms? If not, his experience is limited, 
as Others can testify. A recent correspondent (THE JOURNAL, 
May 7, page 73) correctly noticed that a hypotensive drug is 
more effective when combined with diet. 4. Clinical judgments 
may be faulty, but there is no mistaking the proved fact of the 
aggravation and the actual production ot hvpertension in ex- 
perimental animals by salt. Conversely, salt soiution augments 
vascular tone in shock. 5. How shall one characterize the state- 
ment that the low-salt diet can be used “for a few days” to 
reduce cardiovascular edema? How many physicians find such 
a brief limit necessary or wise? Certainly the maintenance diet 
should be adequate and appetizing, but many physicians keep 
patients comfortable at home on diets furnishing 0.5 to 1.0 gm. 
of sodium chloride daily. The minority of very severe cases 
require correspondingly greater care; an agreeable diet with 
extremely low sodium is described by a physician who lived on 


it himself (Ornstein, G. D., and Lercher, L.: J. M. Soc. New 


Jersey 50:294 |July| 1953), with demonstrated benefit (Bull. 
Sea View Hosp. 14:97, 1953). 

In diabetes likewise the diet should and can be agreeable and 
adequate, but also correct. Though not directly advising laxity, 
the editorial says nothing about maintaining normal blood sugar 
levels, and the impression on the average reader will be of 
liberality rather than accuracy. This is the more dangerous be- 
cause a few specialists in diabetes advocate this very principle, 
though the accumulating evidence of reliable statistics demon- 
strates the connection between lax sugar control and complica- 
tions. No writer on diabetes is justified in ignoring this evidence. 


FREDERICK M. ALLEN, M.D. 
1031 Fifth Ave. 
New York. 


STRESS INCONTINENCE 


To the Editor:—Common things most commonly do occur. 
This remark would seem to apply to the editorial “Stress In- 
continence” in THE JOURNAL, April 23, 1955, page 1500. The 
description of the test to determine if the patient has stress 
incontinence mentions the necessity of having the patient cough 
with a full bladder and observing whether urine escapes from 
the urethra. No mention is made of the etiological relationship 
of the habit of most women beyond their teens to hold their 
urine for long periods of time, usually because of modesty. This 
leads to not only a full bladder but in time to a distended 
bladder that exerts great pressure on the musculature supporting 
the urethra; then any stress increasing the intra-abdominal pres- 
sure is liable to result in incontinence of urine. This would seem 
to be the most common cause of stress incontinence in women. 
The first type of treatment to be tried should be the most simple: 


Avoid the full and distended bladder by habitually emptying the 
bladder every two hours while awake whether there is an urge 
to do so or not. This is preventive as well as therapeutic. In 
women with mild degrees of cystocele, the above routine in 
addition to the perineal muscle exercises has given good results. 


RICHARD B. M.D. 
2320 Whitney Ave. 
Hamden 18, Conn. 


PARALYSIS AGITANS 


To the Editor:—The recent letter to the Editor from Dr. J. S. 
Shuman detailing the production of signs of paralysis agitans 
by reserpine therapy in a patient with severe psychoneurosis 
(J. A. M. A. 158:73 [May 7] 1955) warrants calling attention 
to earlier reports on the same subject. At the annual meeting 
of the Spanish Neurological Society in Madrid in 1953, Dr. 
Magendra Nath reported on Parkinsonism produced by Rau- 
wolfia serpentina. Dr. E. Weber of the department of psychiatry 
of the University of Zurich described the development of signs 
of paralysis agitans in psychotic patients treated with reserpine 
(Schweiz. med. Wschr. 84:968, 1954). Drs. N. S. Kline and 
A. M. Stanley (Ann. New York Acad. Sc. 61:85, 1955) and Dr. 
V. Kinross-Wright (Ann. New York Acad. Sc. 61:174, 1955) 
also have reported on paralysis agitans as a toxic or side-effect 
during reserpine treatment of psychotic patients. Although the 
dose of reserpine used in the treatment of these psychiatric 
patients was comparatively large, viz., 8 to 20 mg. per day, 
even with the dosage commonly employed in the treatment of 
hypertension (0.5 to 1.0 mg. per day), one patient in Chicago 
and another in Cleveland were recently reported to me as de- 
veloping signs of paralysis agitans that disappeared when reser- 
pine therapy was discontinued and temporarily reappeared when 
the drug was again administered for a short time. If signs of 
paralysis agitans appear during the course of reserpine or 
Rauwolfia therapy, the condition should not be regarded as 
intercurrent, but the reserpine or Rauwolfia therapy should be 
discontinued to determine its relation to the signs of paralysis 


— G. E. WaKERLIN, M.D., Ph.D. 
University of Illinois 
College of Medicine 
1853 W. Polk St. 
Chicago 12. 


PRESERVATION OF X-RAY FILMS 


To the Editor:—In Tue Journal, April 9, 1955, page 1332, there 
was a well-written letter by Dr. Julian Arendt on an interesting 
subject, preservation of x-ray films. I reported on a method of 
reproducing x-rays on 35 mm. film in the Journal of Urology in 
March, 1952, page 397. There are numerous modifications of 
this technique, but a recent one has been the utilization of the 
Land Polaroid camera, which will take pictures that can be 
made in duplicate or triplicate for the referring physician or 
patient’s chart. There are commercial devices obtainable that 
will do mass production of x-rays for hospitals on 35 mm. or 
70 mm. film, but my technique was designed primarily for 
quality reproduction and is not suitable for mass production. 

Microfilming of x-rays, charts, and correspondence has been 
done on 8 or 16 mm. film by numerous companies in an effort 
to cut down storage of these items and has resulted in tremend- 
ous saving in cabinet space and floor space in institutions. From 
a medicolegal standpoint the preservation of x-rays, whether 
or not they are abnormal, is desirous. If more hospitals would 
use microfilm technique (either 8 or 16 or 35 mm.) much space 
could be salvaged on storage of x-rays, correspondence, and 
charts after a given period, say five years. 


NoORBORNE B. POWELL, M.D. 
801 Hermann Professional Bldg. 
Houston, Texas. 
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MODIFIED LIGATURE CARRIER 


To the Editor:—In the ligation of inaccessible or deeply placed 
major vessels, the surgeon often desires to place two strands 
of suture material. If this is done with the stanuard Deschamp 
ligature carrier, two passes of the instrument are necessary. 
Different tissue planes may be traversed, and difficulty may ensue 
from ligatures becoming crossed in back of the vessel. The pro- 
posed instrument is 21 cm. long and has a blunt tip, which tends 
to prevent unwanted penetration of surrounding structures. The 
blade is 7 mm. wide at the point of maximum width. The head 
has two holes separated by an elongated groove that enables the 
strand to be grasped by a hemostat (figure, A). The instrument 
is then withdrawn (figure, B), the loop is cut, and the two strands 
are separately tied. Orientation of the strands is maintained at 


all times. For smaller vessels a variation in which the groove 
is placed on the external, convex surface of the more sharply 
curved blade is being devised for trial. 

Davip M.D. 


127 E. 70th St. 
New York 21. 


MEDICAL FEES 


To the Editor:—I am a shoe manufacturer with 70 affiliated 
factories all over the world with a daily production of well over 
100,000 pairs. I travel all over the world conti ly, and I 
very often hear the statement in foreign countries, and also in 
our own country, that doctors charge outrageous prices. Well, 
my feeling is that doctors charge far too little, for they are 
probably the most underpaid group of working people anywhere 
in the world. Statistics show that their life expectancy is below 


average in most countries. I started to make a living when I was _ . 


16 years old, and there are very few doctors who are in a position 
to have an income even if they are 26 years old. Most anybody 
in this country can start to work for a living at the age of 16 
or at the latest at the age of 18. Many doctors have to borrow 
large sums of money to be able to complete their studies and 
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then have to buy a lot of equipment before they can ever hope 
to make the first dollar. 

I have built up my business, and so have dozens of other 
people, so that I can take into my business junior partners as 
I get older; I can sell shares and can retain a certain number 
of shares, a sufficient quantity so that when I stop working I 
will still have an income. Long after I have retired from working 
I will still have a comfortable income, and so do thousands 
and thousands of other people in all walks of life. Workers get 
retirement benefits, storekeepers let their sons-in-law work for 
them, and everybody except a doctor is in a position to take 
care of old age. When our workers take a vacation their pay 
continues; when I take a vacation my factories still produce 
profits; when a storekeeper takes a vacation the public still 
buys his wares in his store. Any day or any week that a doctor 
does not work is a complete loss to him. The day a doctor 
retires he doesn’t make a dollar any more. The earning capacity, 
therefore, of a doctor in his lifetime is far more limited than in 
most other professions, and this is something that the public has 
to realize in order to appreciate that we have to pay our doctors 
a decent living wage. <3 

President 
Ro-Search, Inc. 
Waynesville, N. C. 


A PHYSICIAN’S PRAYER 


To the Editor:—1 wonder if you have noticed the “Prayer of 
the Physician” in the South African Medical Journal (28:598 
\July 10} 1954) and the version of it set in verse on page 700 
of the issue of Aug. 14. 


Prayer of the Physician 


O God, I pray that I may have absolute intellectual honesty; 
let others fumble, shuffle and evade, but let me, the Physician, 
cleave to the clean truth; assume no knowledge I have not, and 
claim no skill I do not possess. Cleanse me from all credulities, 
all fatuous enthusiasms, all stubbornness, vanities, egotism, 
prejudices, and whatever else may clog the sound processes of 
my mind—those be dirt; make my personality as aseptic as my 
instruments. Give me heart, but let my feeling be such as shall 
cover Over me as an investment of power, to make my thoughts 
clear and cold as stars, and my hand skilful, strong as steel. 
Deliver me from professionalism, so that I may be always 
human, and thus minister to sickly minds as well as to ailing 
bodies. Give me the joy of healing. I know how far short I am 
of being a good man, but make me a good doctor. Give me 
courage, but hold me back from over-confidence. Let me so 
discharge the duties of my office that I shall not be ashamed 
to look man or woman in the face, so that when at death I 
lay down my task I shall go to what judgment awaits me strong 
in the consciousness that I have done something towards alle- 
viating the incurable tragedy of Life. Amen. 


The Physician’s Prayer 
‘Dear Lord, grant this a doctor’s humble prayer: 
Help me to neither falter nor evade. 
Cleanse me from prejudice and stubborn pride 
For these breed false beliefs and egotism. 
Let me assume no skills, but justly earned, 
And mark for me integrity, a precious gift. 
Let me cleave to Truth and not adorn 
My mind with fatuous thoughts and jealousies. 
Guard me ‘gainst evil—e’en in subtlest form, 
Yet help me tolerate the faults of others. 
Guide my hand too in those despairing hours 
When I have erred in tasks beyond my skill 
And yet, let courage ever be my garment. 
Deliver me from crude and callous acts, 
Thus keep me human—withal free from maudlin traits, 
That mine—the Physician’s—mind be bright as steel. 
*Bove all, teach me the priceless Joy of healing, 
That when I stand on trial at Judgment Day 
I may be tranquil in the sure belief 


That I helped soothe Life’s restless tragedy. . . .’ Amen. 


A. R. 
W. NorMAN TayLor, M.D. 


International Labour Office 
Geneva, Switzerland. 
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COUNCIL ON MEDICAL SERVICE 


A STUDY OF MATERNAL AND CHILD 
CARE IN THE UNITED STATES 


This is section A of the third in a series of articles by the 
Committee on Maternal and Child Care of the Council on 
Medical Service reviewing state and local medical care programs 
for mothers and children. Section A contains state-wide data 
on Nebraska; section B, which will be published in a subsequent 
issue of THE JouRNAL, will be devoted to maternal and child 
care in the cities of Lincoln and Omaha. The second article 
appeared in THE JouRNAL March 5, 1955, page 846. 


MATERNAL AND CHILD HEALTH IN THE STATE OF NEBRASKA 


Although these studies do not attempt to cover the magnitude 
of services performed by the private physicians in their everyday 
practice of both curative and preventive medicine, it is nonethe- 
less apparent that their share in Nebraska’s good maternal and 
child health record is very large. However, it is the purpose of 
these studies to describe the more or less specific activities en- 
gaged in by the health agencies of a state—both official and 
voluntary—that are related to maternal and child care. An evalu- 
ation will be made at the end of this series to determine to some 
degree the correlation between these activities and the mortality 
statistics that are commonly taken as a measure of maternal and 
child health in a state or community. 


Statistics —In keeping with the general pattern of this series 
tables | and 2 are included to provide a general statistical back- 
ground for the descriptive material to follow. From table 2 it 
is apparent that maternal and child health in Nebraska, as 
measured by mortality statistics, has been relatively good over 
a period of 20 years. In 1933 the maternal mortality in Nebraska 
was 33% less and the infant mortality was 15% less than the 
national averages. Since 1933 the rate of decline in both maternal 
and infant deaths has been approximately the same as the rate 
of decline for the United States: 90% maternal mortality rate 
reduction in Nebraska compared to 89% nationally, and a 
53% reduction in infant mortality compared to 51% nationally. 
While the neonatal mortality rates for Nebraska and the United 
States are closer together than in either of the above categories, 
the national reduction in neonatal deaths since 1933 has been 
only 42% as compared to 48% reduction in Nebraska. This 
achievement may well be a reflection of the decrease in pre- 
mature infant deaths in Nebraska from 1948 through 1952— 
from 11.7 premature infant deaths per 1,000 live births in 1948 
to only 6.2 per 1,000 live births in 1952. Since prematurity is 
generally associated with 50% to 75% of all neonatal deaths, the 
effect on the neonatal rate in Nebraska is evident. The infor- 
mation in the following sections may provide some clues to the 
main factors contributing to Nebraska’s good record. 

Nebraska State Medical Association —One of the organiza- 
tions closely associated with maternal and child care is the state 
association of physicians, which, in this report, is the Nebraska 
State Medical Association. As a health agency it operates through 
committees, coordinates its efforts with other health agencies 
of the state, and performs other organizational functions for its 
member physicians. The Committee on Public Health was con- 
stituted to promote a better understanding and knowledge of 
good public health procedures within the medical profession and 
among the lay public. It acts as a liaison body between the 
medical association, the health department, the Department of 
Public Instruction, and other agencies concerned with the various 
aspects of public health including, of course, maternal and child 
care. The committee has recently produced a 15-minute sound 
film (primarily for lay audiences) on some of the essentials of 
public health activity in a community. The Committee on Mater- 


Committee Members are: W. L. Crawford, M.D., chairman, Rockford, 
Ill.; H. B. Mulholland, M.D., Charlottesville, Va.; Philip S. Barba, M.D., 
Philadelphia; Harold S. Morgan, M.D., Lincoln, Neb.; J. L. Reichert, 
M.D., Chicago; Garland D. Murphy, M.D., El Dorado, Ark.; Howard A. 
Nelson, M.D., Greenwood, Miss.; and Donald A. Dukelow, M.D., con- 
sultant, Chicago. 
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nal and Child Health has been active in Nebraska for about 20 
years. One of its main activities has been the sponsorship of 
speakers for local district medical meetings to promote better 
maternal care and obstetrical practice. Plaques have been given 
to district societies having the lowest maternal and infant death 
rates. Currently the committee is studying the relationships be- 
tween the poliomyelitis epidemics and the conditions of preg- 
nancy with results on mother and child. Prior to 1952 this com- 
mittee also acted as an advisory body to official government 
agencies in medical matters, such as those encountered by the 
Department of Assistance and Public Welfare. In 1951 the com- 
mittee began the compilation of a formulary “to control the 
soaring costs of medication for recipients of governmental care.” 
In 1952 a Committee on Uniform Fee Schedule and Advisory 
to Governmental Agencies was established, which assumed much 
of the above work being done by the Committee on Maternal and 
Child Health not directly related to maternal and child health. 
This new committee is constituted to maintain liaison and com- 
plete cooperation between the medical profession and govern- 
mental agencies. Additional committees appointed to perform 
specific functions relative to maternal and child health are (1) 
Committee on Cerebral Palsy, (2) Poliomyelitis Coordinating 
Committee, and (3) Mental Hygiene Committee. The latter works 


TasLe 1.—Population Data and Vital Statistics for the State 
of Nebraska 


Popuistion 6 140,169 (10.5%) 
Per capita income (1951 estimate of Dept. of Commerce) $1,510 * 


Median school yr. completed (residents 25 yr. or over) 10.1 

Fetal deaths reported (stillbirths, 1952)................. 484 (1.4%) 
Percentage of deliveries occurring in hospitals, 1952... 98.0% 


* 4.7% less than national average. 


TABLE 2.—United States* and Nebraska Mortality Rates 
(per 1,000 Live Births) 


1933 1943 1950 1952 


Maternal 
Infant 
cae 49.2 35.6 24.8 23.4 
Neonatal 


* National Office of Vital Statisties. 


closely with the mental health division of the state health depart- 
ment in the establishment and administration of child guidance 
clinics. Physicians in active practice in Nebraska number ap- 
proximately 1,380 or one per 960 persons. In contrast to some 
states, where specialists are more in abundance, about 80% of 
the obstetrics is performed by general practitioners. 

Well-Child Conferences.—Except for the metropolitan area 
of Omaha and to a lesser extent, Lincoln, this aspect of organized 
maternal and child health activity in Nebraska is extremely 
minimal. The Nebraska State Department of Health does operate 
and finance well-child clinics in two communities in cooperation 
with the respective local well-child conference committees. In 
1952 the registration of infants and preschool-age children at 
these two clinics totaled only 480, with approximately 780 in- 
dividual visits recorded. Total infant and preschool visits to all 
well-child conferences in the state (including Omaha and Lin- 
coln) were 4,480. 

Nutrition Program and Summer Camp for Diabetic Children. 
—The total nutrition program in Nebraska is a cooperative 
enterprise involving the Division of Maternal and Child Health 
and the Division of Health Education of the Nebraska State 
Department of Health, the Nebraska State Diabetic Association, 
the state medical association through its diabetics committee, and 
the local schools and hospitals throughout the state. The program 
is coordinated by the director of the Division of Maternal and 
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Child Health, and its various phases are under the direction of 
the chief nutritionist and nutrition consultant of the Division of 
Maternal and Child Health. Some of the main activities are: 
(1) two dietitian-cooking institutes per year, (2) consultation with 
smaller hospitals and child care institutions throughout the state 
regarding proper food and formula preparation, (3) consultation 
with schools regarding establishment and maintenance of ade- 
quate school lunch programs and conferences with teachers on 
nutrition and sanitation, and (4) operation of a two week summer 
camp for diabetic children between the ages of 8 and 15 years. 
Approximately 300 Nebraska schools have hot lunch programs 
since inauguration of this phase of the program six years ago. 


Health Education Program (as Related to Maternal and Child 
Health).—Major emphasis in Nebraska is placed on the edu- 
cation of the public to the values of good health practices. In 
this endeavor the physicians of the state take a wholehearted, 
active part, individually as well as through their society. The 
Division of Public Health Education of the Nebraska State 
Department of Health operates under the philosophy that “every 
group of people and each individual in the group needs certain 
public health information to use intelligently community re- 
sources and facilities which will help the citizen and his family 
to keep well and to live a fuller and more satisfying life.” In 
cooperation with the colleges and universities of the state, in- 
stitutes, conferences, seminars, and workshops with teachers and 
normal training groups are conducted under the direction of the 
division to the end that local schools may be helped in preparing 
their health programs. To improve school health education is 
the primary purpose of the programs directed by the Division of 
Special Education of the Nebraska Department of Public In- 
struction. Special emphasis by this agency is on the provision 
of facilities in the schools of Nebraska for adequate educational 
opportunities to those children who may be handicapped 
physically or mentally. “Excess cost reimbursement” from state 
funds is provided for local school districts, which maintain 
approved instructional programs for physically handicapped and 
educable mentally handicapped children. Special effort has been 
made in Nebraska through the state teachers’ colleges and the 
universities of Nebraska and Omaha in the training of qualified 
personnel in these specific areas of special education. With the 
promotion of more adequate school health programs has come 
the necessity for more adequate preparation of teachers in the 
area of health education. The answer to this has been the de- 
velopment of the “Nebraska School-Community Health Pro- 
gram” under the joint sponsorship of the departments of public 
instruction, health, and welfare and originally set up by a grant 
from the Kellogg Foundation. 


Cooperating in the many programs for health education and 
special education are the many additional agencies, both official 
and voluntary, that contribute to the success of each program. 
Of special note are the welfare board’s services to crippled 
children and sections of the state health department that insure 
adequacy of diagnosis, comprehensive case findings, and well- 
defined supervision of the therapeutic phases of the special 
education program. The Health, Education, and School Health 
Section of the Nebraska Public Health Association has been 
instrumental in writing into the college health-education cur- 
riculums a public health “unit.” 

Figures for the present 1954-1955 school year show that 109 
special education programs have been approved in 75 Nebraska 
school districts, with approximately 2,700 handicapped children 
enrolled. Educational facilities were available in 21 districts for 
the educable mentally retarded—S521 children were being served. 
Facilities for speech therapy were available in 20 districts, with 
1,620 children being served. Thirty-five districts had facilities for 
bringing educational services to the homebound physically handi- 
capped—235 children were being served. Twenty-two districts 
had school facilities to care for the orthopedically handicapped 
—196 children were enrolled. All families in Nebraska receive 
an almanac, “For Better Health in Nebraska,” which contains 
many health educational features and listings of all community 
health services and facilities throughout the state. The almanac 
is one of the publications of the division of public health edu- 
cation of the Nebraska State Department of Health. In addition, 
during the 1952-1953 fiscal year the division prepared 22 articles 
that appeared in the P. T. A. publications and state medical 
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journal and 364 new releases for daily and weekly papers. 
Speakers were supplied to 171 clubs and churches, 33 school 
health institutes and workshops were conducted, and 411 field 
conferences were held. 

Crippled Children Program in Nebraska.—A well-functioning 
program of services for crippled children is conducted by the 
division of public welfare under the state board of public welfare 
with the cooperation of the division of special education and 
division of vocational rehabilitation of the state department of 
public instruction, the division of maternal and child health of 
the state department of health, county divisions of public wel- 
fare, Elks Association, Polio Foundation, and Society for Crip- 
pled Children. The section of services to crippled children of 
the division of public welfare has a director (a pediatrician), and 
further liaison is maintained with the medical association through 
its Committee on Uniform Fee Schedule and Advisory to 
Governmental Agencies. Representatives of the state chapters of 
the American Academy of Pediatrics and the American Academy 
of Orthopedic Surgeons act as advisors to the services to crippled 
children program. The purpose of the program is to provide case- 
finding, diagnosis, and treatment of physically handicapped 
children. Diagnostic services are available to any child, regard- 
less of economic status. However, children referred to the 
services for crippled children for regular outpatient care or hos- 
pitalization are admitted only after the division of public wel- 
fare determines the eligibility on the basis of the parent’s income. 
All patients with cerebral palsy, however, are eligible for hos- 
pitalization and treatment regardless of economic status. 

Permanent clinics are conducted each week at the Nebraska 
Orthopedic Hospital, Lincoln, and the University of Nebraska 
Hospital, Omaha, and 24 extension clinics are conducted an- 
nually at eight clinic areas throughout the state. In addition a 
special cerebral palsy clinic is conducted each week at the 
Nebraska Orthopedic Hospital and a rheumatic fever clinic at 
the University of Nebraska Hospital. The Nebraska Orthopedic 
Hospital has facilities for complete care including surgery, physi- 
cal and occupational therapy, brace-making and shoe-making, 
and continuing education in special classrooms. The itinerant 
clinics are staffed by a team of one or more orthopedists, a 
pediatrician, two social workers, a physical therapist, a brace 
man, and a representative from the state department of voca- 
tional rehabilitation. Diagnostic examinations and minor treat- 
ment are performed at these clinics, and recommendations are 
made for further necessary care. Total cases under care during 
the 1952-1953 fiscal year were 2,044. A total of 25,723 days 
of hospitalization were provided, involving some 900 crippled 
children; 4,782 outpatient visits were made to clinics; and 2,146 
appliances were furnished or serviced. The total expenditure by 
the services to crippled children program for the year was 
$167,247, including $105,038 of federal funds. 

Public Health Nursing in Nebraska.—The Division of Public 
Health Nursing of the Nebraska State Department of Health 
consists of a staff of three—one director, one hospital nurse con- 
sultant, and a tuberculosis staff nurse—who act in advisory and 
consultant capacities to the hospitals and local health depart- 
ments. The four organized health departments of the state 
employ 39 public health nurses; local boards of education em- 
ploy 59; and other agencies have 10, making a total of 108 
public health nurses in Nebraska for the year 1953. Of the total 
of 57,890 nursing visits made by the public health nurses of 
the state in 1953, 38,575 (67%) were concerned with maternal 
and child care. 

CONCLUSIONS 


Mortality statistics are used as a measure of maternal and 
child health, and Nebraska is well ahead of the United States 
as a whole with its substantially lower maternal and infant death 
rates for the past 20 years. This record is due to the efforts of 
the physicians, official and voluntary health agencies, and co- 
operating public. The data on the state-wide maternal and child 
care programs is characterized by relatively little organized 
medical service, statistically speaking. The crippled children’s 
services is an exception, however, and is comprehensive in 
service rendered and obviously lacks nothing in quality. All 
services show the excellent working relationship between private 
physicians, official health departments, and the voluntary health 
agencies. Much emphasis in Nebraska is placed upon health 
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education. This is a major activity of the state departments of 
health and public instruction in close cooperation with the state 
medical society, other health agencies, and the colleges and uni- 
versities of the state. This emphasis on health education cannot 
be measured in tangible terms as can some health services but 
is undoubtedly reflected in the total vital statistics year after 
year, especially as related to decreasing maternal and infant 
death rates. 


LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Compensation of Physicians: Unauthorized Services Rendered 
to Minor Child.—Action by a physician was taken against the 
parents of a minor child for the reasonable value of professional 
services rendered to the child without prior express authorization 
by the parents. From a judgment for the parents, which was 
affirmed by the appellate division (92 A [2] 47; J. A. M. A. 
156:560 [Oct. 2] 1954), the physician appealed to the Supreme 
Court of New Jersey. 

The defendants’ 17-year-old daughter injured her foot while 
playing basketball at high school. Within two or three days her 
foot became conspicuously swollen and discolored, so that she 
could walk on it only with great difficulty and pain. Her parents, 
however, thinking that the injury was nothing more than a sprain, 
declined to provide her with medical aid. The girl’s condition 
came to the attention of an attorney, however, who sent her to 
the plaintiff physician for treatment. An x-ray revealed that she 
had fractured a bone in her foot and that permanent injury 
would ensue if immediate medical attention was not furnished. 
The plaintiff applied a cast and supplied the girl with crutches, 
the cast being worn for about a month until it was subsequently 
removed by the plaintiff in his office. The girl’s parents were well 
aware of the services their daughter received but refused to 
compensate the plaintiff therefore, the reasonable value of which 
was $45. 

The defendants argued that common law precedent precluded 
recovering from the parents the value of necessities furnished a 
minor child without the express or implied authorization of the 
parents. This position was based on the early common law 
theory that a parent had no legal obligation to provide necessities 
to a child. The Court, however, rejected this contention and 
adopted the equity view that parents have a positive legal ob- 
ligation to provide necessities for their minor children and that 
if they fail to do so, there is a legal obligation to compensate 
those who provide these necessities. Consequently, the Supreme 
Court held that a physician who renders medical services in an 
emergency to a minor child may recover from the child’s parents 
the reasonable value of those services. Accordingly, the judgment 
in favor of the parents was reversed and judgment entered in 
favor of the physician. Greenspan v. Slate, 97 A. (2d) 390 (N. J., 
1953). 


Malpractice: Need to Obtain Husband’s Consent.—The plaintiff 
filed suit against the defendant physician for alleged malpractice 
in the treatment of his wife. From a judgment dismissing the 
suit the plaintiff appealed to the district court of appeals, third 
district, California. 

The plaintiff's wife, without her husband’s knowledge or con- 
sent, retained the defendant to attend her during her pregnancy. 
Subsequently, a miscarriage took place. The plaintiff alleged that 
the treatment administered by the defendant was unnecessary 
for the health and well-being of his wife, that the treatment was 
in the nature of an examination, with instruments that included 
probing, and that the defendant knew that the treatment might 
result in a miscarriage. He contended that under these circum- 
stances it was malpractice for the defendant to proceed with 
the treatment without notifying the plaintiff and receiving his 
consent. 
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The court held that the defendant physician was justified in 
giving the plaintiff's wife the care and treatment that she required 
and consented to, according to the accepted standards of his 
profession. Under such circumstances the consent of the husband 
was unnecessary, and its absence did not constitute malpractice. 
Accordingly, the judgment of the lower court in favor of the 
defendant physician was affirmed. Rosenberg v. Feigin, 260 P. 
(2d) 143 (Calif., 1953). 


Roentgenograms: Performance of X-Ray Services for Chiro- 
practors.—The petitioner appealed from an order of the board 
of health of New York City denying his application for a permit 
to operate an x-ray laboratory. The appeal was heard by the 
supreme court, special term, Kings County, New York. 

The laboratory was a corporation privately owned by laymen. 
The petitioner, a licensed physician, was hired to direct the 
laboratory and to take, or supervise the taking, of all x-rays. To 
perform such functions, the petitioner was required to obtain a 
permit from the board of health. The board, however, denied his 
application on the grounds that “petitioner has not shown such 
regard for the public health and for the standards of professional 
conduct prescribed by law . . .” as to warrant the issuance of 
a permit. The petitioner contended that denial of the permit 
was actually based solely on the fact that the laboratory would 
not agree not to perform x-ray services for chiropractors. The 
practice of chiropractic is unlawful in New York, and much 
of the discussion concerning the petitioner's application related 
to his taking x-rays for chiropractors. In a prior decision, the 
board denied an application for a permit because the applicant 
intended to make his services available to chiropractors. At no 
time, however, were the professional skill and qualifications of 
the petitioner himself challenged. 

The court held that the board erred in denying the permit on 
the grounds stated in its order. Such a ruling laid down standards 
that were too “nebulous, vague and subjective.” Furthermore, the 
court held that, on the basis of the transcripts of the hearings, 
the actual basis for denying the permit was the fact that the 
petitioner would make the services of the laboratory available 
to chiropractors and their patients. Performing x-ray services 
for chiropractors, said the court, is an insufficient ground for 
denying a license to an otherwise qualified individual. Accord- 
ingly, the court held that the laboratory was entitled to a 
permit. Execution of an order directing issuance of the permit 
was stayed, however, pending a further appeal. Greenberg v. 
Mahoney, 121 N. Y.S. (2d) 375 (N. Y., 1952). 


Compensation of Physicians: Patient’s Ability to Pay.—A suit 
was brought by a physician to recover $5,000, the alleged value 
of medical services rendered to the defendant at his request. 
From a judgment for the plaintiff for $500, both the plaintiff 
and the defendant appealed to the Supreme Court of Louisiana. 

The services for which the plaintiff brought suit consisted of 
two office visits by the defendant, 50 days of treatment while 
the defendant was hospitalized, and three court appearances on 
behalf of the defendant. The plaintiff physician claimed that 
$5,000 was the reasonable value of the services rendered, but 
the defendant contended that the plaintiff had agreed to treat 
and advise him for one year for the sum of $600, which sum 
was paid. The plaintiff admitted that he had “flat fee arrange- 
ments” with several of his patients but denied that he had made 
such an arrangement with the plaintiff. He contended that the 
$600 he had received from the defendant was for past services, 
and he argued that his bill for $5,000 was based on the de- 
fendant’s ability to pay. He said it was his impression that the 
defendant was worth between $250,000 and $500,000. The de- 
fendant, on the other hand, testified that the $600 was paid as 
a flat rate for services for one year, which included the services 
involved in this suit, and that his income at the time of treatment 
was between $7,000 and $8,000 per year. 

The Supreme Court held that the evidence was sufficient to 
support the existence of such a contract but that even in its 
absence, $600 would fully pay for all of the services rendered 
to the defendant, if the latter was making $7,000 to $8,000 per 
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year. In fact, said the Court, it was considerably more than the 
amount usually charged for the services rendered. The Court 
admitted that ability to pay is a valid criterion for setting medical 
fees, but it also said that there was no proof that the defendant 
was, in fact, as wealthy as the physician thought, and that, 
therefore, there was no basis for justifying a higher than usual 
fee. Finally, the Court found that $50 per visit would be a reason- 
able fee for the court service that the defendant rendered and 
that the plaintiff was therefore entitled to a judgment of $150. 
The judgment for the plaintiff physician was accordingly 
affirmed, as modified. Katz v. Bernstein, 65 So. (2d) 331 (La., 
1953). 


THE LEISURE CORNER 


SHOPPING IN FOREIGN LANDS 


Few people have stopped to think just what it is that makes 
shopping in foreign countries such an exhilarating experience. 
Perhaps it is that ever-present hope, stimulated by unfamiliar 
surroundings, that just around the next corner one may discover 
an article the exact like of which no one at home possesses— 
an “original,” in a sense. If the location is a mysterious-looking 
sireet in a no longer mysterious corner of the Orient—Tokyo, 
for instance—one might be just steps away from a window 
displaying landscapes of rare beauty. If the site is a bustling 
town in Scotland or England, one may spot a handsome tweed 
that could end up as the favorite suit. Or, if the setting is a 
noisy bazaar in the Middle East, the day’s shopping may produce 
a rug of exceptional design and workmanship, and for very little; 
providing, of course, one realizes that the first price should 
evoke a look of acute pain and an emphatic “too much.” 


For the doctor who plans to take his family to Europe, the 
Marche aux Puces will provide a fascinating few hours. Trans- 
lated into less sonorous English words, this means “Flea Market.” 
Famous the continent-over, the Flea Market is located on the 
northern rim of Paris—a sprawling expanse of stalls and push- 
carts. It, incidentally, no longer sells fleas. At one time the 
market did, in a manner of speaking. For, years ago, this was 
the place where secondhand clothes peddlers sold their wares, 
fleas and all. Hence the market’s name. Today, in its 3,000 
sialls and countless pushcarts can be found what has been aptly 
described as “the trash and treasures of a continent.” There are 
ikons from Czarist Russia, ceramic copenhagenware from Den- 
mark, paintings from Italy—and cigarette lighters that do not 
work. 

Many strange sales have taken place in the Paris Flea Market. 
A few years ago, for instance, a White Russian émigré living 
in Paris bought a dust-covered violin for 500 francs. It turned 
out to be a Stradivarius. Then there was the time a prankish 
youngster hit his friend with a cushion he had lifted off a 
shabby-looking armchair marked “For Sale.” The cushion, rotten 
with age, fell apart, and the stuffing dropped out—1,000 franc 
notes, 3 million of them in all. Fascinating though these stories 
may be, they are not what makes the Flea Market so popular 
with visitors the world over. The average American tourist does 
not come here with the hope of discovering an unrecognized 
treasure but to see if he can find a unique gift or souvenir. And 
he seldom leaves empty-handed. 

For the doctor with a streak of the practical joker in him, 
there are stalls that sell panaceas. One bottle, for instance, has 
a label with the words “Pommade cochon, contre cors, drillon, 
etc.”—pig pomade for corns, calluses, etc. A few stalls over is 
a set of chinaware, each plate bearing the inscription “Down 
With Aristocracy But Long Live the King.” A few steps more 
and one sees an old map of the Louisiana territory, drawn by 
a cartographer in the days when it was just a small part of a 
vast French empire. 

For collectors of antiques, a word of caution—the Flea 
Market contains countless rickety-looking pieces that appear to 
bear the mark of centuries, yet may be scarcely more than a 
few months old. Most of these “antiques” come from Italian 
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and French factories that specialize in this type of masquerade. 
The pieces are mass-produced, then carefully battered, scratched, 
scraped, and otherwise mutilated. Next comes a dust bath and 
the article assumes as venerable a look as any medieval relic. 
This, however, does not mean that the Flea Market lacks genuine 
antiques of great value. The Marche aux Puces, in fact, attracts 
antique dealers from all parts of the world—experts who know 
that there are many period pieces of the rarest quality to be 
found here. A tourist bent on purchasing antiques would do well 
to take along a person with the training necessary to distinguish 
a Louis XIV chair from one that had acquired its aged look in 
a Brittany workshop. 

Most of the traders who inhabit the Flea Market, however, 
will have no part of this kind of fraud. Some, in fact, are con- 
noisseurs with a very genuine love for the articles they sell. One 
sometimes may even have the frustrating experience of bargain- 
ing for a half-hour only to hear the shopkeeper suddenly an- 
nounce that he has changed his mind: he no longer wishes to 
sell. While this change of heart may just be another clever sales 
technique aimed at gouging a few more francs from an overeager 
customer, it might be motivated by a real atachment for the 
article concerned. One old French shopkeeper, for instance, 
recently admitted that he disliked selling his goods to Americans. 

“Not that I don’t like them,” he quickly added, “but when 
one sells something beautiful that you have come to love to a 
European, there is always a chance that it may turn up again 
years later. Once it crosses the ocean, however, it is lost for- 
ever.” 

This is the Flea Market. Its quaintness, the unpredictable 
nature of some of its wares, and the priceless objects that some- 
times find their way here all combine to make it one of the 
world’s truly fascinating shopping centers. Little wonder that 
even the most travel-hardened diplomats never cease to enjoy 
a stroll through the Marche aux Puces. Unfortunately, unlike 
traveling diplomats, doctors seldom have the opportunity to visit 
the Flea Market of the world. Yet doctors will continue to 
promise their wives that vacation abroad—‘next year.” When 
next year comes around, a good idea in the way of a peace 
offering may be a carefully selected gift from abroad. An 
example of the appeal of such gifts is seen in the success of the 
Around-the-World Shoppers Club. Subscribers to the club re- 
ceive a surprise gift package every month containing articles 
from Sweden, England, India, Kenya, and elsewhere. A present 
such as this may not be an adequate substitute for that long- 
delayed trip abroad; the enchantment of foreign lands—their 
people, customs, and points of interest—are not so easily dis- 
missed. But a beautiful gift, hand-designed in some distant 
corner of the world, may do for the present, until “next year” 
really comes around. 


MEDICAL FILM REVIEWS 


Your Children Walking: 16 mm., black and white, sound, showing 
time 18 minutes. Produced by the Realist Film Unit with the cooperation 
of the Central Council for Health Education, for the British Information 
Services. Procurable on rental ($2.50) or purchase from Film Center, Inc., 
64 W. Randolph St., Chicago. 


This film shows the importance of healthy feet. It stresses the 
value to the growing child of suitable exercise, regulated rest 
periods, and constant attention to the size, shape, and flexibility 
of footwear. It takes up a number of practical points, such as 
remedial exercises and medically prescribed shoes to check de- 
formities in the early lives of children. The illustration of the 
anatomy and the roentgenogram of the foot are very good; 
however, the film does have several faults. Objection could be 
made to the use of talcum powder on the feet and massage of 
the legs as shown in the film. The statement that the strap across 
the shoe gives support and balance is questionable. To American 
audiences, the English home with the coal bucket and the stove 
would be moderately incongruous. This film is not recom- 
mended. 
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MEDICAL LITERATURE ABSTRACTS 


INTERNAL MEDICINE 


Parenteral Reserpine in Treatment of Hypertensive Emergencies. 
W. M. Hughes, J. H. Moyer and W. C. Daeschner Jr. A. M. A. 
Arch. Int. Med. 95:563-577 (April) 1955 [Chicago]. 


Three groups of hypertensive patients were treated with re- 
_Serpine administered parenterally on a short-term basis. The 
first group consisted of 14 patients with severe progressive hyper- 
tensive cardiovascular disease. In this group there were 10 
patients with malignant hypertension and 4 with severe benign 
hypertensive cardiovascular disease. All the patients obtained a 
significant depression in blood pressure, and in nine patients 
(64%) the maximal depression in the supine position was within 
the normotensive range. Six of the 10 patients with malignant 
hypertension recovered from the malignant phase and are now 
well regulated owing to oral therapy. Uremia was present in 
four patients prior to the initiation of therapy; three of them 
died as the result of uremia and one has uremia at the present 
time. The patients with severe benign hypertensive cardio- 
vascular disease are living and well regulated with oral therapy. 
The second group consisted of six patients with toxemia of 
pregnancy, four with severe preeclampsia, and two with benign 
hypertensive vascular disease and associated severe preeclampsia. 
Normotensive levels were attained in all patients, and all re- 
covered. No fetal complications were observed. The third group 
comprised eight patients of pediatric age with acute glomerulo- 
nephritis. Seven of the eight patients obtained a significant re- 
duction in blood pressure, and six became normotensive. Six 
patients recovered; one progressed to a subacute stage of 
nephritis, and one died from congestive heart failure. The blood 
pressure decreased slowly after a latent period of one to four 
hours after the parenteral administration of reserpine and at- 
tained a maximum depression two to five hours after administra- 
tion. The blood pressure depression was manifested in the 
recumbent as well as the upright position. Excessive hypotension 
was rare. The side-effects consisted of sedation, bradycardia, 
weakness, dreams, and conjunctival injection. Muscle tremors 
developed after several days of therapy with large doses (5 to 
10 mg.) given at intervals of four to eight hours, and in one 
patient a Parkinson-like syndrome developed. This subsided 
completely after discontinuation of the drug. Reserpine adminis- 
tered parenterally is an effective and safe agent for the treatment 
of hypertensive emergencies on a short-term basis. 


First Results of Prolonged Treatment of Chronic Rheumatic 
Fever with Hydrocortisone by the Oral Route. F. Layani and 
J. Peyron. Semaine hdp. Paris. 31:952-956 (March 14) 1955 
(In French) |Paris, France}. 


Pure, alcohol-free hydrocortisone, which was not available in 
France until early in 1954, has been used by the authors in 
treating 21 patients with chronic rheumatic fever. This product, 
unlike hydrocortisone acetate, which must be injected locally 
and which is only slightly, if at all, diffusible, can be given 
orally and is systemic in its effect. It seems to be the genuine 
glucidoprotidic hormone produced by the adrenal cortex and it 
is, therefore, physiologically more important than cortisone, 
which is apparently no more than a precursor or a metabolite of 
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hydrocortisone. American reports on the clinical use of hydro- 
cortisone in its pure form indicate its superiority over cortisone 
and cortisone acetate for all long-term corticotherapy. The 
results obtained in the authors’ patients, several of whom were 
aged and in poor condition, have likewise been excellent: pain 
is diminished, mobility increases, general incapacity regresses, 
and sleep becomes possible. Marked improvement may also be 
seen in the general condition when it has been impaired. The 
very low incidence of side-effects, even in patients whose con- 
dition is precarious, is one of the principal advantages of hydro- 
cortisone. Two of three patients in whom treatment with cor- 
tisone had to be discontinued because of psychic disturbances 
or hydrosaline retention have now been taking hydro- 
cortisone for more than nine months without any untoward 
effects. Patients receiving hydrocortisone should be carefully 
supervised, because the dosage must be adjusted not only to 
each patient’s reaction to the hormone but also to fluctuations 
in his condition. The doses required are generally from one-third 
to one-fourth lower than those needed with cortisone. The 
amount needed for maintenance can usually be determined by 
a few weeks of trial. The authors have so far limited supple- 
mentary measures to a low salt diet and ordinary sedatives. A 
longer follow-up will be needed before the durability of the 
improvement obtained can be assessed, but even if hydro- 
cortisone should in some cases lose its effectiveness with the 
passage of time, its use will make the institution of other forms 
of corticotherapy easier, should they become necessary. 


Occupationally Induced Cutaneous Tuberculosis with Hemato- 
genic Extrapulmonary Manifestations. E. Zschunke and G. 
Irmscher. Hautarzt. 6:118-120 (March) 1955 (In German) 
|Berlin, Germany}. 


Zschunke and Irmscher present the history of a 45-year-old 
man who was a milk tester. His work as an inspector of dairy 
farms involved the stripping of cows (up to 20 a day), and he 
also helped at times in calving. After about two years of this 
occupation he noticed on the thenar eminence of his right thumb 
a lentil-sized area of redness with a rough surface. Within about 
six months the lesion enlarged to the size of a penny. Enlarge- 
ment of the cubital lymph node was evident, and a tumor the 
size of a plum had formed in the axilla. These cutaneous and 
lymph node lesions were diagnosed as lupus vulgaris verrucosus. 
The patient felt weak and had pain in the lower abdomen, and 
there was also a painful enlargement of the right side of the 
scrotum. Palpation revealed enlargement of the right epididymis, 
and tuberculous epididymitis was diagnosed. Roentgenologic 
studies of the lung revealed no signs of active tuberculosis, and 
the personal and family history of this patient revealed no tuber- 
culosis. The authors feel that the lupus vulgaris verrucosus was 
of exogenic origin, and that the exogenic cutaneous tuberculosis 
led to systemic tuberculosis with involvement of the lymphatic 
system and hematogenic dissemination in the urogenital region. 


Treatment of Respiratory Acidosis in Chronic Pulmonary 
Affections with Active Respiration. M. Bjgrneboe, B. Ibsen, 
P. Astrup and others. Ugesk. leger 117:247-253 (March 3) 
1955 (In Danish) [Copenhagen, Denmark]. 


Patients with chronic bronchitis and emphysema can be 
brought through phases of grave respiratory acidosis by active 
therapy with artificial respiration. Both manual respiration and 
body respirator can be used, but manual respiration seems to be 
the safer method. In six patients with chronic bronchitis and 
emphysema in a phase of uncompensated respiratory acidosis 
artificial respiration was applied, supplemented by antibiotics, 
physical therapy of the lungs, and tracheobronchial toilet. Two 
patients were treated in body respirators, with one death. Two 
were treated in body respirators and later manual respiration, 
with one death. Two were given only manual respiration. Four 
patients were discharged as improved. 
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Hemorrhagic and Interstitial Pneumonitis with Nephritis. T. W. 
Parkin, I. E. Rusted, H. B. Burchell and J. E. Edwards. Am. J. 
Med. 18:220-236 (Feb.) 1955 [New York]. 


Five men between the ages of 19 and 62 years and two women 
aged 25 and 60 years are reported in whom hemoptysis associ- 
ated with necrotizing pulmonary alveolitis and acute glomerulo- 
nephritis was the prominent clinical feature. All patients died, 
with uremia caused by glomerulonephritis, and the immediate 
cause of death was asphyxia caused by pulmonary hemorrhage 
into the lumen of the tracheobronchial tree. Microscopic exami- 
nation of the lungs revealed acute necrotizing alveolitis associ- 
ated with intra-alveolar hemorrhage, thickening of the connective 
tissue in the alveolar walls, the presence of prominent and 
cuboidal cells lining many of the alveolar walls in the areas of 
hemorrhage, and organization of blood in alveolar spaces. This 
acute necrotizing alveolitis bore a similarity to pulmonary lesions 
described previously in hypertensive animals and humans. The 
kidneys had a speckled appearance resulting from widespread 
distribution of hemorrhages. About four-fifths of the glomeruli 
had some lesions that collectively were characterized by necrosis, 
proliferation of cells of the tufts and of the parietal layer, 
hemorrhage, and exudation of fibrin. In addition to these 
glomerular lesions there was exudation of fibrin into the glomeru- 
lar spaces and frank glomerular hemorrhages in other instances. 
Hemorrhage within collections of tubules, both in the cortex 
and in the medulla, was common. The most striking interstitial 
change was represented by foci of cellular infiltration. In four 
of the seven patients necrotizing arterial lesions with the micro- 
scopic characteristics of periarteritis nodosa were observed. The 
clinical and pathological findings in these patients strongly favor 
the view that these patients had generalized hypersensitivity 
diseases; they emphasize the fact that in hypersensitivity states 
recurrent hemoptysis associated with the pathological process 
may represent the dominant clinical feature. 


Chronic Benzene Intoxication. M. E. Vorenkamp, D. E. Mendes 
de Leon and W. B. Gerritsen. Nederl. tijdschr. geneesk. 99:803- 
808 (March 12) 1955 (In Dutch) [Haarlem, Netherlands]. 


Vorenkamp and associates discuss the manifestations of acute 
and chronic benzene intoxication, also its diagnosis, prognosis, 
and therapy. They report the case of a 19-year-old girl who 
was employed in a factory producing rubber goods. The girl had 
worked in the factory (with interruptions, because of general 
weakness) for 15 months. She had a severe, somewhat hyper- 
chromic anemia, accompanied by leukopenia and thrombopenia. 
The condition of her bone marrow suggested panmyelopathy. 
The girl recovered spontaneously during three months of 
hospitalization. A possible relationship of her anemia to her 
father’s pernicious anemia is discussed. In view of the patient's 
occupation, benzene intoxication was thought of and the con- 
ditions at the factory were investigated. A woman, who had 
been working in the same factory, showed a slight anemia and 
moderate leukopenia, and her bone marrow contained some 
cells resembling megaloblasts. The benzene concentration of the 
air in the section where both patients were working exceeded 
the maximum permissible concentration by 100%. The amount 
of organic sulfates in the urine of 11 other women employees 
who were exposed to benzene was found to be considerably 
increased, but only one of these has a moderate anemia. 


Treatment of Rheumatoid Arthritis by Prolonged Stimulation 
of the Adrenal Cortex. H. F. West and G. R. Newns. Lancet 
1:578-580 (March 19) 1955 {London, England}. 


Although it has been generally assumed that for rheumatoid 
arthritis cortisone therapy and corticotropin therapy amount to 
the same thing, there may well be qualitative differences between 
treatment with cortisone acetate and by adrenal stimulation. 
Cortisone acetate therapy involves the suppression of the 
adrenal’s output not only of hydrocortisone but also of cortico- 
sterone and several other steroids secreted in small amounts, 
including both corticosteroids and 17-ketosteroids. Corticotropin, 
on the other hand, stimulates the secretion of all these sub- 
stances. The patients chosen for both corticotropin treatment 
and cortisone treatment were incapacitated by. active and progres- 
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sive rheumatoid arthritis and had not improved after conserva- 
tive therapy. Various brands of long-acting corticotropin were 
used, and such doses were given as would lead to a daily urinary 
output of 15 to 40 mg. of 17-ketogenic steroids, the level aimed 
at depending on the severity of the rheumatoid arthritis at the 
time. A daily output of 15 mg. of 17-ketogenic steroids is usually 
too little to have any effect, and an output of 40 mg. of 17- 
ketogenic steroids is usually too high to be maintained for many 
weeks without causing hypertension. The doses of corticotropin 
found necessary were 7.5 to 40 units given daily by intramuscular 
injection. Eleven patients were treated continuously for from 
One to two years. It was found that controlled adrenal stimulation 
by corticotropin produced better results than did cortisone 
acetate therapy. The maintenance of a daily urinary output of 
20 to 35 mg. of 17-ketogenic steroids will favorably influence 
the course of moderately severe rheumatoid disease. The authors 
feel that every effort should be made to extend this therapeutic 
trial and to find a more satisfactory adrenal stimulant for long- 
term use than the present preparations of corticotropin. 


Some Cases of Spontaneous Regression of Old Tuberculous 
Cavities. P. Tarditi. Arch. sc. med. 80:130-142 (Feb.) 1955 
(In Italian) [Turin, Italy}. 


The spontaneous healing of pulmonary tuberculous cavities 
of long standing is reported in four men between the ages of 
27 and 59 years, who were observed by the author from 1951 
to 1953 and who were followed for a period sufficiently long 
to remove doubts about eventual relapses. Neither antibiotic 
therapy nor medical or surgical collapse therapy could be carried 
out in these patients because of the marked intolerance they 
presented; their treatment, therefore, consisted of rest. After 
periods of time that varied in the four patients, body section 
roentgenograms showed that the cavities had healed and only 
fibrous lines could be seen. The anatomic and biological phe- 
nomenon of spontaneous healing of old pulmonary cavities is 
linked to intracavitary and extracavitary processes that are 
closely interdependent. The intracavitary process of recovery is 
the effect of a marked proliferation of the granulation tissue 
of the cavity wall that resists the necrotic action of the Myco- 
bacterium tuberculosis, slows up, to the point of suppressing 
them, the liquefactive processes of the caseation, and finally 
results in formation of new connective tissue, which will later 
constitute the scar. The extracavitary process consists of the 
phenomena that occur in the draining bronchi of the cavity. 
These draining bronchi have at first the task of removing the 
necrotic and bacilli-laden matter; later, when stenosis sets in, 
they will be able to draw away, at least in part, the cavity walls 
from the pulling action of the surrounding parenchyma, and the 
new relative hypomotility will thus favor the formation of con- 
nective tissue to the point of the recovery of the patient. 


Further Experience with Long-Term Anticoagulant Therapy. 
W. T. Foley, E. McDevitt, C. Symons and I. S. Wright. A. M. A. 
Arch. Int. Med. 95:497-502 (April) 1955 [Chicago]. 


Eighty-five patients with disease characterized by thrombo- 
embolic episodes, observed for 3,673 patient months without 
anticoagulants, had 290 thromboembolic episodes. They were 
then placed on anticoagulant therapy for periods of from one 
to eight years (a total of 3,552 patient months); during this period 
they had 32 thromboembolic episodes. The patients had the 
following diagnoses: rheumatic heart disease, 29; recurrent 
thrombophlebitis, 24; myocardial infarction, 23; and miscellane- 
ous, 9. During the anticoagulant therapy, 31 hemorrhagic epi- 
sodes occurred, the majority of which were mild. One patient 
died after a cerebral hemorrhage. At the end of the follow-up 
period, 53 of the patients were still on anticoagulant manage- 
ment, 14 had discontinued the treatment for various reasons, and 
18 had died. Fifteen of these 18 patients were receiving anti- 
coagulants at the time of death. Most of them died of their 
disease; long-term anticoagulant therapy contributed to only one 
death. It is concluded that this treatment is of great value and 
is reasonably safe, when properly conducted. Patients should 
be seen once a week, at which time a prothrombin time cal- 
culation is made and the dosage for the next week determined 
on the basis of it. 
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SURGERY 


Hypophysectomy in Man; Experiences in Metastatic Cancer of 
the Breast. R. Luft and H. Olivecrona. Cancer 8:261-270 
(March-April) 1955 [Philadelphia]. 


Luft and Olivecrona performed hypophysectomy in advanced 
metastatic cancer of the breast in an attempt to eliminate the 
production of steroid hormones by one surgical intervention. 
This report is concerned with the results obtained by hypo- 
physectomy in 37 patients with metastatic cancer of the breast 
operated on at the Serafimerlassarettet in Stockholm. In most 
cases cortisone only, in a dose of 50 mg. per day, was given 
preoperatively for four days. The last two cases and subsequent 
cases have received no hormonal substitution therapy before the 
operation. On the day of operation most patients received 100 
mg. of cortisone before and 50 mg. immediately after the opera- 
tion. In addition, 50 ml. of extract of adrenal cortex (eschatin) 
was given during the operation and 10 ml. every three or four 
hours afterward during the first 24 hours. The blood loss was 
replaced by whole blood. The cortisone dose was gradually re- 
duced, and the maintenance regimen in most cases consisted of 
a daily dose of 25 mg. of cortisone and a thyroid preparation 
corresponding to 50 mg. of desiccated thyroid. In some of the 
early cases desoxycorticosterone acetate and testosterone pro- 
pionate were also given. In most cases ascorbic acid was given 
in a daily dosage of 0.3 to 0.6 gm. In four of the 37 cases, 
autopsy revealed that the hypophysis had not been completely 
removed. Three other patients died of other diseases shortly 
after the operation. These seven cases are excluded from further 
consideration. Of the other 30 patients 7 had metastases to the 
brain or liver at the time of operation, and only one of these 
has survived. Of the remaining 23 patients, 13 are surviving 
from 3 to 28 months after the operation. Four women over 60 
years of age all died from progression of the disease; however, 
two men over 60 years of age are found in the surviving group. 
Pain disappeared in 8 of 10 survivors who had pain before 
the operation; it was reduced in one and persisted unchanged 
in one. The general condition of the surviving patients was 
greatly improved, and many of them were able to return to 
their ordinary activity. Improvement was obtained in the local 
metastases of all except one of the surviving patients, and also 
in two of the patients who died. The pulmonary metastases dis- 
appeared in one and decreased in four of the six surviving pa- 
tients, who had such metastases before operation. Only an 
approximate estimate of the effect on bone metastases could 
be given. 


Factors Affecting the Biological Behavior of Gastric Carcinoma 
with Special Emphasis on Survival Rates. I. Macdonald and P. 
Kotin. Hawaii M. J. 14:297-298 (March-April) 1955 |Honolulu, 
Hawaii]. 


In a review of 1,467 cases of gastric carcinoma at the Los 
Angeles County Hospital and 556 cases from private institu- 
tions, it became apparent that gastric carcinoma presents a bio- 
logical behavior pattern that makes survival rates relatively 
independent of duration of symptoms, gross and histopathologic 
pattern, and radicalism of surgery. Age, sex, and preexisting 
gastric pathology also proved to be of little value in estimating 
the prognosis as measured by survival time. Gastric carcinoma 
encompasses neoplasms in which the growth potential is limited, 
symptom duration is prolonged, and dissemination tendencies 
are feeble, at one extreme, and, at the other, lesions in which 
growth capacities are high, symptom intervals are short, and 
there is early aggressive spread, both locally and by metastases. 
‘In one-third of the patients with gastric carcinoma, the first 
symptoms are related to the metastases rather than to the 
primary growth. The present emphasis on early diagnosis, pre- 
dicted on clinical symptoms, offers littke hope of improving 
survival rates. The clinical sequence is that the more severe 
and rapidly developing the symptoms are, the earlier the diag- 
nosis is made, and the sooner death ensues. The interval between 
symptom onset and the start of definitive therapy shows a con- 
sistent tendency to correlate the better prognoses with the greater 
lengths of history. This paradox becomes resolved when the 
biological behavior of gastric cancer is analyzed and the results 
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of ever-increasing heroism in surgery are reviewed. Early diag- 
nosis does, indeed, increase resectability rates. Unfortunately a 
betterment of end-results, and an increase in survival rates, fail 
to parallel this expanding ability to treat the neoplasm by sur- 
gery. Not only have survival rates failed to keep pace with this 
growing surgical success, but analyses indicate a relative and 
disproportionate decrease in “cures.” Observations at the time 
of surgery substantiate the inexorable course of some gastric 
cancers and the indolent course of others. The intramural ex- 
tension both laterally and transmurally, the pattern of lymphatic 
spread, and the distant metastases all suggest that gastric cancer 
is at present a surgically insoluble problem. The scarcity of 
gastric neoplasms with uniform microscopic features precludes 
correlating a single cell or histological pattern with prognosis, 
but Macdonald and Kotin found that highly differentiated 
adenocarcinoma and the undifferentiated carcinoma of Steiner 
formed the largest histological group associated with the pro- 
longed survival rates, whereas the mucinous carcinoma, in- 
filtrating scirrhous carcinoma, and undifferentiated anaplastic 
carcinoma showed their highest percentage in the group with 
the lowest survival rate. Of greater significance than the cell 
type or glandular pattern is the degree of intramural spread 
and circumscription of tumor borders within the stomach wall. 
Intramural extension of the florid type is usually ominous, and 
cancerization of the mucosa beyond the limits of visibility or 
palpability is almost invariable in the noncircumscribed group. 
Analysis of necropsy data further verify observations concern- 
ing growth potential and prognosis. In patients without previous 
gastrectomy from 18 to 28% have local lesion growth so limited 
and metastatic spread so restricted that at the time of death 
their lesions were in a theoretically operable state. The fact 
that 80% or more of postresection autopsies show failure of 
local control can be explained as evidence that this larger per- 
centage is uncontrollable, leaving about 20% in which the local 
disease may be surgically controlled. 


Post-Traumatic Renal Insufficiency in Military Casualties: Man- 
agement, Use of an Artificial Kidney, Prognosis. L. H. Smith 
Jr., R. S. Post, P. E. Teschan and others. Am. J. Med. 18:187- 
198 (Feb.) 1955 [New York]. 


Fifty-one men who were battle casualties with post-traumatic 
renal insufficiency received treatment at a renal insufficiency 
center, which was established at a large evacuation hospital in 
central Korea within helicopter range of the forward hospitals 
where most of the cases of post-traumatic renal insufficiency 
occur. The striking feature of the patients was the rapidity with 
which chemical and clinical indications of uremia and potassium 
intoxication developed, reflecting the pronounced catabolic re- 
sponse to injury, infection, and the presence of ischemic or de- 
vitalized tissue. The management of the 51 patients included 
fluid restriction, attempts to maintain caloric intake, use of cation 
exchange resins, treatment of anemia and electrolyte disturb- 
ances, and use of a Brigham-Kolff artificial kidney. Interval sur- 
gical care of these patients was of great importance not only 
because of the severity of the patients’ wounds but particularly 
because of the necessity for removing necrotic and infected 
tissue in patients with renal failure. Dialysis with the artificial 
kidney was carried out 72 times in 31 patients; the number of 
treatments received by the individual patient varied from one 
to six, with an average of 2.3 dialyses per patient. The artificial 
kidney was effective in restoring clinical and chemical abnor- 
malities toward normal and seemed to contribute to the reduc- 
tion in mortality in this group of patients. The mortality rate 
accompanying acute renal failure in military casualties in Korea 
before the establishment of the renal insufficiency center was 
80 to 90%, similar to the mortality rate during World War II. 
After the establishment of this center and with the use of the 
artificial kidney, there was a drop in the over-all mortality rate 
from post-traumatic renal insufficiency of about 30 to 35%, 
from 80% to 53%. Twenty-seven of the 51 patients died, but 
the limiting factor in the survival of these patients with acute 
renal failure seemed to be the severity of the underlyiag wounds 
with attending infection and impaired wound healing. Some of 
the advantages and problems of the use of the artificial kidney 
are illustrated by two representative case reports. 
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The Possible Therapeutic Value of Cholecystectomy in Adams- 
Stokes Disease. G. A. McLemore Jr. and S. A. Levine. Am. 
J. M. Sc. 229:386-391 (April) 1955 [Philadelphia]. 


Of four men and three women between the ages of 47 and 
72 years, six had Adams-Stokes syndrome and one had a com- 
plete heart block without syncopal attacks, and all seven under- 
went cholecystectomy for gallstones. There was no operative 
mortality, though three had attacks of asystole in the course of 
anesthesia. The number of attacks of syncope was definitely 
decreased in each patient as a result of the cholecystectomy. In 
four patients the improvement was very striking; one of them 
had three major syncopal attacks during the year before the 
operation and had only one attack of unconsciousness in the 
subsequent 12 years; another patient had no attacks for the six 
month’s follow-up period, whereas before the operation this 
patient was having four attacks daily. The general impression 
gained from these cases is that cholecystectomy is tolerated 
satisfactorily by patients with complete heart block despite the 
occasional occurrence of asystoles during the anesthesia. The 
presence of gallstones should be searched for carefully in all 
cases of Adams-Stokes disease, and, if definite stones or an 
abnormal gallbladder are found, cholecystectomy may not only 
relieve the patient of biliary symptoms, but improve the cardiac 
status of these selected patients with complete heart block by 
decreasing the frequency of recurrent syncopal attacks. 


Extravasation of Bile After Operations on the Biliary Tract. 
G. McKenzie. Australian & New Zealand J. Surg. 24:181-191 
(Feb.) 1955 [Melbourne, Australia]. 


This report is based on McKenzie’s observations of eight cases 
of postoperative extravasation of bile, supplemented by exami- 
nations of the records of another 12 patients. In 12 of 20 pa- 
tients no source of the bile leakage could be found. In the 
remaining eight patients the cause of the extravasation was 
apparent, and the sites and causes are tabulated. The patients 
were divided into two groups, depending on their clinical course. 
Shock developed suddenly in seven of the patients during the 
first 48 hours after operation, and five of these died within 24 
hours of the onset, in most cases before any surgical treatment 
could be undertaken. The other group comprised 13 patients 
whose course was more benign but nevertheless insidious in that 
diagnosis was often delayed because of the mildness and re- 
mittent nature of the symptoms and signs. Two of these patients 
died without the diagnosis being made. The remainder recovered 
after operative evacuation of the bile. The clinical manifesta- 
tions were not always related to the extent or localization of 
the extravasation of bile. Delay in diagnosis was common par- 
ticularly in the patients who had an insidious onset and course. 
It is suggested that if there are reasonable grounds to suspect 
extravasation, an exploratory laparotomy should be performed 
without hesitation. Prevention of a bile extravasation obviously 
depends on meticulous adherence to well-known principles in 
the technique of cholecystectomy and choledochostomy. The 
cause of bile leakage in those cases of this series in which it 
was known emphasizes the need for secure ligation of the cystic 
duct, proper oversewing of the gallbladder bed, and careful 
closure of any incision in the common bile duct. Drainage of 
the common duct is obligatory if it is opened in the presence 
of obstruction, and this has been shown to apply even when 
the opening consists only of needle puncture of the duct. Once 
an extravasation of bile is present, its early evacuation, with 
drainage of the abdomen, is the correct treatment. 


Treatment of Hirschsprung’s Disease with Entire Colon Involved 
in Aganglionic Defect. O. Swenson and J. H. Fisher. A. M. A. 
Arch. Surg. 70:535-544 (April) 1955 [Chicago]. 


Among 150 patients with Hirschsprung’s disease (congenital 
megacolon) observed by Swenson and Fisher, there were two 
in whom the entire colon was deficient in ganglionic cells, 
whereas in the usual cases of Hirschsprung’s disease the agangli- 
onic segment is limited to the rectum and rectosigmoid. The 
two patients with deficient Auerbach’s plexus ganglion cells 
throughout the colon presented so bizarre a clinical picture in 
comparison with that typically encountered in congenital mega- 
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colon, that they posed a considerable diagnostic problem. Both 
of these infants were admitted to the hospital because of ab- 
dominal distention and vomiting. Roentgenograms with barium 
revealed the colon to be essentially normal in size, the abdominal 
distention being due to small intestine dilatation. Although an 
attempt was made to empty the colon, a portion of the barium 
was still present in the colon of one of the patients several 
months after an ileostomy was performed. The diagnosis was 
established at the time of laparotomy by biopsy of the right 
colon and was confirmed by rectal biopsy. Initial operative 
therapy in both infants was ileostomy. After that the infants 
made satisfactory progress, but the parents raised the question 
whether or not the ileostomy would be a permanent arrange- 
ment. Experience with one other child having megacolon sug- 
gested the definitive treatment finally performed for these in- 
fants. The histories of the three children who were treated by 
total colectomy and ileoproctostomy are reported. On the basis 
of satisfactory results from this form of surgical treatment, the 
operation is recommended in cases of Hirschsprung’s disease 
where the aganglionic defect in the myenteric plexus extends 
throughout the colon. 


GYNECOLOGY & OBSTETRICS 


Gynecological Cancer Detection: Findings at University of 
Minnesota Cancer Detection Center. M. B. Sinykin and M. M. 
Barr. Minnesota Med. 38:174-178 (March) 1955 [St. Paul]. 


This report deals with the results of gynecologic examinations 
and special diagnostic procedures performed upon 3,087 women 
over the age of 45 years, who received 6,840 examinations at 
the University of Minnesota Cancer Detection Center over a 
period of five and one-half years. Eight women were found to 
have carcinoma of the cervix, two had carcinoma of the endo- 
metrium, and five had carcinoma of the ovary. Extrapelvic car- 
cinoma was found in 43 women. Biopsy of abnormal-appearing 
areas of the cervix was responsible for detecting six of the eight 
carcinomas of the cervix. Cytological smear study was re- 
sponsible for detecting two carcinomas of the cervix. Although 
the Papanicolaou studies have proved to be an important means 
of screening for carcinoma of the cervix, the shortage of tech- 
nicians capable of screening smears makes general use of this 
method impracticable except in large centers of population. The 
Gelfoam method of cytological study did not detect carcinoma, 
but it indicated the need for further study in four of five cases. 
Carcinoma of the endometrium can be detected early if women 
are educated to see their physicians for abnormal bleeding and 
the physicians follow through with adequate differential curet- 
tage. Endometrial aspiration smears offer better promise of 
effectively screening carcinoma of the endometrium than do 
vaginal and cervical smears. Carcinoma of the ovary can be 
detected early only by periodic pelvic examinations and explora- 
tory laparotomy for all newly developed and enlarging adnexal 
masses. Carcinoma of the vulva is rare but will be detected early 
by biopsy of all suspicious lesions of the vulva particularly when 
the lesions are associated with leukoplakic vulvitis. Significant 
reduction in the mortality rates of cancer of the female pelvic 
organs depends on their detection at a stage when they are still 
amenable to treatment. 


Rationale and Value of Tracheotomy in Severe Preeclam 
and Eclampsia. C. G. Collins. Postgrad. Med. 17:259-266 
(April) 1955 [Minneapolis]. 


From Jan. 1, 1946, to July 1, 1954, 123 consecutive patients 
with convulsive toxemia (eclampsia) were admitted to the Tulane 
Unit, Charity Hospital, and the Huey P. Long Charity Hospital, 
and managed by the staff, residents, and fellows of the depart- 
ment of obstetrics and gynecology, Tulane University. Trache- 
otomy was first used on the service in November, 1950; thus this 
series may be divided into the pretracheotomy and post-trache- 
otomy eras. Except for the introduction of tracheotomy, the 
management of convulsive toxemia changed little since January, 
1946. After briefly outlining the managment, Collins discusses 
the rationale of tracheotomy, which was performed in 27 cases 
of convulsive toxemia. In addition it was utilized in six cases 
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of nonconvulsive toxemia in which the patients were in coma 
or had marked respiratory distress, or both. The chief indi- 
cations for tracheotomy were: labored respiration, laryngospasm, 
and respiratory rates of less than 5 or 10 per minute. All the 
patients subjected to tracheotomy had marked respiratory diffi- 
culty and greatly increased tracheobronchial secretions. In one 
case, respirations had ceased entirely on admittance but were 
resumed promptly following tracheotomy and artificial respira- 
tion. Some patients were cyanotic prior to tracheotomy. In all 
cases tracheotomy was followed by immediate improvement in 
respirations. In addition, it was the impression of the staff that, 
following tracheotomy, less of the hypnotic drugs are required 
for adequate sedation than before tracheotomy or where trache- 
otomy was not utilized. In one of the two cases in which death 
occurred, tracheotomy was not done until the patient was mori- 
bund. As experience is gained in the use of tracheotomy and the 
marked improvement following tracheotomy is noted, one em- 
ploys it earlier and with greater frequency. Anesthesia for 
delivery following tracheotomy did not present any problem. In 
all cases, the tracheotomy tube was removed by the 10th post- 
tracheotomy day. In the majority the tube was removed on the 
fifth day. There were no instances of complications or post- 
tracheotomy aphasia. In no case was hospitalization extended 
because of tracheotomy. In 13 cases, respiratory symptoms were 
so severe the tracheotomy was performed within one hour of 
admission to the hospital. The longest interval from admission 
to tracheotomy was 48 hours. The author concludes that trache- 
otomy has a definite place as an adjunctive measure in the 
therapy of eclampsia. 


Extended Wertheim Operation. A. Christensen and H. Lefevre. 
Ugesk. Jeger 117:279-290 (March 10) 1955 (In Danish) |Copen- 
hagen, Denmark]. 


The material consists of 100 cases of cancer of the uterine 
cervix operated on radically. In six cases the intervention in- 
cluded cystectomy and bilateral ureterosigmoidostomy, in one 
instance with left-sided nephrectomy, and in one case a total 
pelvic evisceration. The gravest feature in the operation is the 
danger to the pelvic organs. There was no primary mortality. 
Seventy-eight patients (61 in stage 1, 11 in stage 2) were operated 
on primarily by Wertheim’s extended operation according to 
Meigs. Meigs’ operation was done in 14 of the 22 patients in 
whom there had been recurrence after radiotherapy or the cancer 
was radioresistant. Operation is indicated in (1) cases of recur- 
rence after radiotherapy, (2) radioresistant cases, (3) suitable 
cases in stages 1 and 2, and (4) cases where radiotherapy is 
contraindicated. In younger women a further motivation for 
operation in the earliest stage is that normal ovarian tissue may 
be retained and the climacteric symptoms associated with radio- 
therapy avoided. One ovary was left in each of 22 patients under 
40. Of the 78 patients primarily operated on, 70 are living on 
follow-up from two months to four years after operation, 
including 13 who at operation were found to have metastases 
of the pelvic lymph nodes. Of the 16 patients primarily operated 
on and observed for from two to four years after operation 12 
are living, three of whom had lymph node metastases at opera- 
tion. Of the 22 patients operated on because of recurrence after 
radiotherapy or radioresistance 5 are living from two to four 
years after operation; 4 are well, the fifth patient has recurrence 
to the pelvic wall. Operative treatment of cancer of the uterine 
cervix should be centralized, with ciose cooperation between 
radiologist and gynecologic surgeon. Treatment should be in- 
dividualized. 


Hypofibrinogenemia and Postpartum Hemorrhage. A. Sawitsky 
and D. Plotkin. New York J. Med. 55:1153-1158 (April 15) 
1955 |New York]. 


The occurrence of postpartum hemorrhage associated with 
hypofibrinogenemia is reported in 16 women. Premature detach- 
ment of the placenta was an associated condition in 14 of these 
patients, resulting in a dead fetus in 3; one woman carried a 
dead fetus without premature detachment of the placenta. One 
patient had acute hepatitis and 10 had eclampsia. The hypo- 
fibrinogenemia was present at the height of the hemorrhagic 
diathesis, which became apparent clinically by constant bleed- 
ing from the uterus and birth canal with inability of the blood 
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to clot. The serum of seven patients showed transient but pro- 
nounced fibrinolytic activity. Transient mild thrombocytopenia 
was noted in nine patients. The Schneider fibrin titer assay, a 
simple coagulation dilution series of whole blood, was performed 
in all patients and confirmed the suspected diagnosis of fibrino- 
genopenia; the highest dilution in which visible coagulation of 
fibrin occurred served as fibrin titer. Intravenous fibrinogen ad- 
ministration, the most direct means of restoring the blood 
fibrinogen level to normal, was used and promptly reestablished 
the integrity of the clotting mechanism. Surgery should not be 
attempted without the simultaneous use of fibrinogen, once the 
diagnosis has been established. The removal of the uterus and 
its contents does not insure rapid correction of the coagulation 
defect. Additional administration of fibrinogen is frequently nec- 
essary. The diagnosis of fibrinogenopenia must be suspected in 
the presence of premature separation of the placenta, pronounced 
isoimmunization of a pregnant woman, presence of a dead fetus 
in utero, severe hepatic damage, severe toxemia of pregnancy, 
amniotic fluid embolism, and surgical shock. The exact cause 
of the coagulation defect is not clear, although there is little 
doubt that the high concentration of thromboplastic substance in 
the placenta and decidua is of paramount importance. 


UROLOGY 


Hypernephroma Simulating Ureteral Stone. D. R. Shields. 
J. Maine M. A. 46:65-67 (March) 1955 |Portland, Ore.|. 


Within one month, two patients were referred to the Central 
Maine General Hospital with the admitting diagnosis of ureteral 
stone, and, on further investigation, each proved to have a hyper- 
nephroma. The first patient, a woman, aged 46, had sudden 
onset of sharp, crampy, intermittent, severe pain in the right 
flank, associated with hematuria four months prior to admission. 
Pain was relieved by narcotics, and hematuria ceased. Similar 
episodes occurred three months and three weeks prior to ad- 
mission. A grapefruit-sized mass, which was freely movable, 
was detected in the right upper quadrant. Cystoscopy and retro- 
grade pyelograms showed a space-occupying lesion in the lower 
pole of the right kidney. A diagnosis of malignant tumor was 
made, and a right nephrectomy was done. The tumor had spread 
along the vena cava and aorta. The pathological report was 
hypernephroma with invasion of the renal vein and capsule. The 
patient is now succumbing to metastatic disease. The second 
patient was a 39-year-old man, who also had a sudden onset 
of severe, crampy pain radiating from the left groin to the left 
testicle, associated with hematuria, seven months prior to ad- 
mission. Relief was obtained by narcotics, and the pain and 
bleeding subsided in four days. Six months and one week prior 
to admission he had similar episodes of pain and bleeding. 
Cystoscopy and retrograde pyelograms revealed a space-occupy- 
ing lesion in the lower pole of the left kidney. A left nephrectomy 
was done. The kidney was slightly larger than normal and con- 
tained a 2 by 2 in. solid tumor in the lower pole. The pathological 
report was hypernephroma with no blood vessel invasion. His 
prognosis is good. The author emphasizes the importance of 
cystoscopic investigation in all patients with hematuria. 


Hemorrhagic Syndrome with Fibrinolysis Associated with 
Cancer of the Prostate. P. Aboulker, J. P. Soulier and M. J. 
Larrieu. Presse méd. 63:353-354 (March 9) 1955 (In French) 
|Paris, France}. 


Two patients with cancer of the prostate gland had hemor- 
rhagic syndromes, one of which led rapidly to death. These 
cases are identical with six others reported by Tagnon. The 
disease occurs chiefly in men past 50 years of age in whom 
proper questioning and examination reveal a history of prostatic 
symptoms, often unrecognized up to that time. Tagnon believes 
that the neoplasms in these patients are always advanced and 
have metastases; this was true of one of the authors’ patients, 
but was not demonstrated in the other. The hemorrhagic picture 
is peculiar; it consists of vast, dark red ecchymoses not resem- 
bling ordinary purpura, but similar to the fulminating type. These 
occur mainly on the trunk and thighs. The temperature remains 
normal, however, and the patient's general condition is relatively 
good. Hematomas may be noted, especially in the perineum. 
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Tagnon reported mucosal hemorrhages such as epistaxis and 
bleeding gums. Hematuria was a prominent feature in both of 
the authors’ cases. Laboratory examinations of the blood show 
fibrinolysis with secondary dissolution of the clot, decreased 
fibrinogen content, and increased lytic factors. Prothrombin, 
proconvertin, and proaccelerin are also decreased. The A and 
B antihemolytic factors are slightly modified, but are within the 
normal limits. Disturbance in the fibrinogen content is definitely 
not the causal factor in this disorder; the multiple disturbances 
in the coagulating mechanism show that the “fibrinolysis” is 
really a proteolysis, fibrinogen, proaccelerin, and antihemolytic 
factor A being the most susceptible to the lysis. In one of these 
two patients, bleeding time was lengthened and in the other it 
was normal. Tagnon found prolonged bleeding time in two of 
his six cases. Thrombopenia is not a feature of the syndrome. 
In 1943, Huggins and Vail showed that normal prostatic fluid 
contains an enzyme capable of lyzing fibrinogen and fibrin. The 
cells of prostatic neoplasms also have this ability; the enzyme 
can be obtained from the prostatic lesion or its metastases. In 
vitro, the proteolysis resulting from this enzyme works on other 
coagulating factors besides fibrinogen. Although the prognosis 
for a patient with prostatic fibrinolysis can be extremely poor, 
as evidenced by the authors’ first case, the disease will respond 
to treatment with estrogens and blood transfusions. Its course 
is characterized by exacerbations and remissions. Prostatic 
fibrinolysis is a relatively rare disease, occurring in perhaps 
12% of patients with cancer of the prostate. 


Therapeutic Activity of Isoniazid in Urology and First Results 
of Perirenal-Periureteral Perfusion of Antibiotics. E. Cominelli. 
Riforma med. 69:95-106 (Jan. 22) 1955 (In Italian) |Naples, 
Italy]. 


Cominelli reports the results obtained with isoniazid in 22 
patients with urogenital tuberculosis. A daily dose of four tablets 
was always well tolerated and never caused notable side-effects. 
The therapy was ineffective in three patients with tuberculosis 
of both renal calices in whom the onset of the infection dated 
back three years. The outcome in the other patients indicated 
that, although orally-administered isoniazid does not result in 
the complete recovery of patients with urogenital tuberculosis, 
it does nevertheless constitute a valuable therapeutic means, 
because it can bring about regression and sclerosis of the tuber- 
culous foci. Serial histological studies of kidneys that were re- 
moved from six of these patients showed that a large number of 
foci were in the phase of sclerosis, thus suggesting a specific 
antituberculous action of the drug. The bacilli disappeared from 
the patient’s urine only a few days after the institution of the 
therapy, and an improvement in the general condition followed, 
with an increase of the red blood cells and improved tissue 
trophism. There was never in these patients the weight gain that 
is usually seen in patients with pulmonary tuberculosis treated 
with isoniazid. The efficacy of isoniazid is greater when the 
therapy is instituted early, namely, when the tuberculous focus 
is still far from reaching the caseous phase. Cominelli also 
reports the results he obtained in three patients with renal 
tuberculosis and five with intense residual cystitis to whom he 
administered the drug subcutaneously or intramuscularly. The 
results indicated that the action of isoniazid given by these 
routes does not differ greatly from that of the drug given orally. 
Assuming that better results could be obtained if the drug were 
brought into the intercellular spaces, the author introduced a 
new method of isoniazid administration to patients with uro- 
genital tuberculosis. This technique—perirenal-periureteral per- 
fusion—is similar to that commonly used for a pneumopyelog- 
raphy, is easy to perform, and the drug reaches the interstitial 
tissue of the impaired renal parenchyma in higher concentrations 
than when it is given by other routes, even if the dosage is 
reduced. The author has been using this method for some time 
on a group of patients who are given biweekly perirenal-peri- 
ureteral injections of 20 to 25 cc. of a 10% isoniazid solution. 
The treatment is still in progress, and therefore a definitive evalu- 
ation of the results is premature. Cominelli states, however, that 
so far they have been very encouraging and superior to those 
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obtained with the common antituberculous therapies. The roent- 
genograms indicate that the lesions regress with a surprising 
rapidity. 


PATHOLOGY 


Cancer Metastases in the Spleen. R. I. S. Dunn. Glasgow M. J. 
36:43-49 (Feb.) 1955 [Glasgow, Scotland}. 


Dunn found metastatic tumors in the spleen in 8 of 50 
unselected cases of carcinoma. The primary tumor was identified 
in seven of these eight cases. The primary tumor was found in 
the bronchus in four cases, and in one case each it was located 
in the stomach, in the uterine cervix, and in the ovary. The 
remaining case was one of carcinomatosis in which location of 
the primary tumor was uncertain. Dunn says that lymphatic 
spread is not likely to be important, because while these channels 
exist in the superficial part of the hilar intrusion, they do not 
penetrate the splenic substance to any extent. Retrograde spread 
along the splenic vein is improbable because it is very sinuous, 
and it is exceedingly unlikely that malignant tumor emboli, 
which are tiny morulae of unhealthy cells, can make their way 
back into the venous sinuses of the red pulp. Movements of 
the spleen by surrounding structures may be conducive to de- 
struction of tumor emboli. The suggestion that the high oxygen 
level and low carbohydrate content of the viscus—the antitheses 
of hepatic conditions—are inimical to metastases is most reason- 
able. These factors may inhibit the growth of the invading cells 
and be responsible for the fact that most deposits are small. 
It is possible that humoral influences may also discourage 
growth, and splenic extracts have been used in cancer treatment, 
but their efficacy is doubtful. 


RADIOLOGY 


Present-Day Treatment of Pituitary Adenomas: Surgery Versus 
X-Ray Therapy. G. Horrax, M. I. Smedal, J. G. Trump and 
others. New England J. Med. 252:524-526 (March 31) 1955 
[Boston]. 


Of 303 patients with pituitary adenoma admitted to the Lahey 
Clinic between November, 1932, and December, 1953, 243 had 
adenoma of the chromophobe type, and in the other 60 acro- 
megalic evidence suggested causation by a chromophil adenoma. 
Of 125 patients treated by surgery alone or surgery combined 
with irradiation, 108 survived the primary operation and 79 
(73.1%) were improved for periods varying up to 18 years; 66 
patients (61.1%) maintained improvement for 5 to 18 years. 
In the same period 173 patients were treated by irradiation only 
or were operated on because they had received no benefit from 
irradiation. Seventy-four of the 173 patients showed no visual 
loss or other serious symptoms such as intractable headaches 
in acromegaly; the remaining 99 patients were treated for visual 
loss or for severe headache and progressing acromegaly. Fifty- 
eight (58.5%) of the 99 patients had to be operated on because 
irradiation therapy with the usual type of apparatus was not 
effective. A total of 1,800 to 2,400 r was delivered to the tumor 
through two temporal portals in most patients. In some patients 
a second, third, or fourth series of irradiation treatments was 
used. Of 53 patients receiving irradiation treatment between 1950 
and 1953 with the new 2 million volt apparatus at the Massa- 
chusetts Institute of Technology, all of whom were given a 
tumor dose of 4,000 r by the rotational method, 38 had failing 
vision for which treatment was indicated. At varying intervals 
after irradiation treatment it was considered necessary to operate 
on 7 patients, i. e., 18.4% of the 38 patients with visual loss. This, 
compared with the figure of 58.5% of patients who had to 
be operated on in the period before rotational therapy and who 
may not have received an adequate irradiation dose, shows the 
tremendous gain afforded by the new method of irradiation treat- 
ment. Although the treatment has only been given for four 
years, 30 of the 38 patients with visual loss or serious symptoms 
of other kinds have shown excellent improvement for eight 
months to four years. 


V 
195: 


Vol. 158, No. 8 


701 


BOOK REVIEWS 


Fluid and Electrolytes in Practice. By Harry Statland, M.D., Associate 
in Medicine, University of Kansas School of Medicine, Kansas City. 
Cloth. $5. Pp. 206, with 30 illustrations. J. B. Lippincott Company, 227-231 
S. Sixth St., Philadelphia 5; 2083 Guy St., Montreal, Canada; Sir Isaac 
Pitman & Sons, Ltd., 39 Parker St., London, W.C.2, England, 1954. 


This monograph is essentially a review of reviews. Even the 
illustrations have been largely redrawn from other sources. 
There are only three original case reports. These are described 
only in terms of needed treatment and contain no data as to 
the effects produced thereby. Moreover, in the case reported on 
page 112 it is astonishing to find an obvious example of inade- 
quate preoperative preparation described without comment. 
A man was admitted with long-standing anorexia, recent vomit- 
ing, and marked loss of weight. He had a nonprotein nitrogen 
level of 92 mg. per 100 cc. and x-ray evidence of pyloric ob- 
struction and yet was subjected to a subtotal gastrectomy after 
the administration of but 1 liter of isotonic sodium chloride 
solution intravenously. On the day after operation the serum 
chloride level was 74 mEq. per liter and the carbon dioxide 
combining power, 50 mEq. per liter. The clinical findings asso- 
ciated with this deficit were not presented, although the fluids 
needed for its correction were explained in detail. The reader 
is left curious as to what happened after this therapy was 
administered. 

A bibliography is included at the end of the book, but there 
is no reference in the text to specific items therein. In the chap- 
ter on movement of fluids in the body, confusion results from 
failure to distinguish between osmotic pressure and colloidal 
osmotic pressure. In this chapter, the text is especially difficult 
to understand. For example, the statement is made that “What- 
ever the volume receptors are, they respond to a drop in blood 
volume by secreting the mineral hormones (desoxycorticoster- 
one-like) of the adrenal cortex. These act on the distal 
convoluted tubules of the kidney to cause increased sodium re- 
absorption.” Numerous awkward phrases or erroneous state- 
ments were encountered such as: in figure 3, “the concentration 
of substance in the plasma is not synonymous with the quantity”; 
on page 13, the concentration of potassium in the erythrocytes 
“roughly parallels the changes in the muscle cells”; on page 68, 
“low blood levels practically always indicate lack of cell potas- 
sium.” The term “K/N ration” is used, obviously meaning ratio, 
but the term is not explained and to the average reader is mean- 
ingless. On page 150, in a discussion of the management of renal 
shutdown, the statement is made “it is perhaps best to err on 
the side of slight edema rather than dehydration,” to which most 
authorities would certainly disagree. On page 177 is the state- 
ment: “The optimal rate of urine flow is between 30 and SO cc. 
per hour. The appearance of less urine than this in an hourly 
sample indicates the need for more rapid fluid administration, 
while urine flow of over 100 cc. per hour indicates too much 
fluid.” This is a dangerous recommendation. 

The book is beautifully printed and bound. It is doubtful, 
however, that many readers would gain much clarifying knowl- 
edge on the subject of fluid and electrolytes by a careful read- 
ing of it. Indeed, it might even add to their confusion. 


Modern Treatment Yearbook 1955: A Yearbook of Diagnosis and 
Treatment for the General Practitioner. Edited by Sir Cecil Wakeley, Bt., 
K.B.E., C.B., Senior Surgeon, King’s College Hospital, London. Twenty- 
first edition. Cloth. $6. Pp. 344, with 45 illustrations. Bailliére, Tindall & 
Cox, 7-8 Henrietta St., Covent Garden, London, W.C.2, England; Williams 
& Wilkins Company, Mount Royal and Guilford Aves., Baltimore 2, 1955. 


This handy volume consists of a series of succinct discussions 
by specialists of the advances during the preceding year. It 
begins with nine chapters on antibiotics in medicine. After a 
discussion of the discovery and clinical application of the various 
antibiotics, there follow chapters on their indications in surgery, 
neurology, dermatology, tuberculosis, venereal disease, ophthal- 


These book reviews have been prepared by competent authorities but 
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mology, and urinary infections. A final chapter discusses the 
emergence of antibiotic-resistant strains of micro-organisms and 
the significance of this phenomenon. The succeeding chapters 
cover a variety of medical, surgical, psychiatric, therapeutic, and 
obstetrical subjects. There are discussions of infectious diseases 
such as hepatitis, epidemic pleurodynia, and rheumatic heart 
disease. There are chapters on the failing heart, hypertension, 
obliterative vascular disease, and temporal arteritis. There are 
discussions of such surgical subjects as the modern treatment 
of the injured foot and injured hand, skeletal tuberculosis, and 
blood vessel grafting. Myasthenia gravis, depressive mental 
states, the vomiting of pregnancy, and prolonged labor are dis- 
cussed in special chapters. Chapters on therapy cover antisepsis 
in general practice, intractable pain, the bronchopneumonia of 
infants and young children, supervoltage therapy of cancer, 
skeletal tuberculosis, the new insulin, the industrial approach to 
rehabilitation, the parotid gland, and adrenal diseases. There are 
interesting chapters on obesity, growing pains, diseases of the 
supporting tissues of the teeth, and soft-tissue lesions of the 
forearm and hand. 

The contributors are all well-known British physicians, most 
of them teachers, and recognized experts in their chosen fields. 
The articles are couched in simple language, with subheadings 
that add to their clarity, and should be helpful to the family 
physician seeking concise information on the newer medical 
discoveries. The discussions are not as extensive as those in 
the German “Ergebnisse” but more closely resemble some 
American yearbooks. The book is substantially and attractively 
bound, is light enough to be easily handled, and is printed on a 
good quality of paper in clear, legible type. The illustrations, 
some diagrammatic but many photographic reproductions of 
patients, apparatus, tissue sections, or excellent x-ray films, are 
satisfactory. Most of the chapters are followed by a brief bibli- 
ography, and there is a good subject index. The work should 
be useful as a refresher course for the general practitioner. 


Physiologische Chemie: Ein Lehr- und Handbuch fiir Arzte, Biologen 
und Chemiker. Hervorgegangen aus dem Lehrbuch der physiologischen 
Chemie von Olof Hammarsten. Herausgegeben von B. Flaschentrager und 
E. Lehnartz. Band 2: Der Stoffwechsel. Teil 1. Bearbeitet von H. W. 
Berendt, et al. Bandteile a und b. Cloth. 198 marks. Pp. 840; 841-1717, 
with 62 illustrations. Springer-Verlag, Reichpietschufer 20, (1) Berlin W. 
35 (West Berlin); Neuenheimer Landstrasse 24, Heidelberg; Gdéttingen, 
Germany, 1954. 

The first part of the second volume of this series is concerned 
with metabolism. The subject is treated by different authors 
with different viewpoints, but all the chapters are thoroughly 
annotated and indexed, so that the diversity is an asset. The 
chapters are grouped into three main heads: digestion, metabo- 
lism occurring without significant energy change (metabolism 
of water, minerals, and bone), and intermediary metabolism. 
Under digestion are chapters on the biochemistry of digestion; 
resorption; whole blood, blood constituents, and blood fractions; 
and other body fluids, such as lymph, chyle, exudates, and 
cerebrospinal fluid. Under intermediary metabolism are two 
chapters on carbohydrates, fats, phosphatides, cholesterol and 
steroids, proteins and amino acids, porphyrins, oxidative degra- 
dation (chiefly on the citric acid cycle), chemical roles of the 
formed elements of cells, reactions of cells and tissues, and 
metabolism of purines and pyrimidines. 

Either all of the authors naturally write in simple German or 
this work has been edited extensively to make it readable. The 
text should be intelligible to anyone with a little knowledge of 
German and some grasp of biochemistry. The scope of the work 
can be judged from the fact that the author index occupies 
pages 1258 to 1562 and the subject index, pages 1563 to 1717. 
Eastern European, Japanese, and Scandinavian literature is cited 
as well as English, French, German, and Italian. References are 
chiefly to recent literature. They seem to be complete through 
1952, and some articles published in 1953 are quoted. The print- 
ing and binding are excellent. The work should be in the libraries 
of all institutions that employ biochemists. 
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The Spino-Cerebellar Degenerations. By J. G. Greenfield, M.D., F.R. 
C.P. Publication number 244, American Lecture Series, monograph in 
American Lectures in Neurology. Edited by Charles D. Aring, M.D., 
Department of Neurology, University of Cincinnati College of Medicine, 
Cincinnati. Cloth. $4. Pp. 112, with 2 illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Sprinefield, Ill.; Blackwell Scientific 
Publications, Ltd., 49 Broad St., Oxford, England; Ryerson Press, 299 
Queen St., W., Toronto, 2B, Canada, 1954. 


The author is one of the world’s best-known neuropathologists 
and a familiar figure to the many neurologists who received part 
of their training at “Queen Square.” In this monograph he has 
presented the literature dealing with this interesting and ex- 
tremely complex neurological subject. He has not presented any 
new facts or theories. One finds it difficult to accept his classi- 
fication (in which he follows Holmes) of these diseases into 
spinal, spinocerebellar, and cerebellar forms. Although every- 
one would agree that certain cases tend to be predominantly 
spinal and others predominantly cerebellar, the variations 
within the various types, and even within the same family, are 
too great to permit them to be classified neatly into these rubrics. 
Dr. Greenfield has begun with a concise summary of the struc- 
ture and function of the cerebellum and has followed this with 
brief discussions of pathogenesis and classification of these dis- 
eases. He then presents in great detail the clinical and patho- 
logical characteristics of these various diseases, beginning ap- 
propriately with Friedreich’s ataxia. One is struck by the com- 
plete absence of any illustrations of the lesions of these diseases 
in a book written by a pathologist. This is a useful summary of 
a vast amount of material that should prove useful to everyone 
interested in disorders of the nervous system. There is an exten- 
sive bibliography and a limited index. 


Principles of Biochemistry. By Abraham White, Ph.D., Professor of 
Biochemistry, Albert Einstein College of Medicine, Yeshiva University, 
New York, Philip Handler, Ph.D., Professor of Biochemistry and Nutri- 
tion, Duke University School of Medicine, Durham, N. C., Emil L. Smith, 
Ph.D., Professor of Biological Chemistry and Research Professor of 
Medicine, University of Utah, College of Medicine, Salt Lake City, and 
DeWitt Stetten Jr., M.D., Ph.D., Associate Director in Charge of 
Research, National Institute of Arthritis and Metabolic Diseases, National 
Institutes of Health, Bethesda, Md. Cloth. $15. Pp. 1117, with illustra- 
tions. McGraw-Hill Book Company, Inc., 330 W. 42nd St., New York 36; 
95 Farringdon St., London, E.C.4, England, 1954. 


This exceptionally wel! written textbook is for freshmen 
medical students and others interested in the biochemistry of 
mammals. The various sections cover the chemical nature of 
living matter, biocatalysts, metabolism, body fluids, specialized 
tissues and organs, endocrine glands, and nutrition. Because 
medical students seldom are well grounded in physical chemistry, 
the parts of that subject that are needed for an understanding 
of biochemistry “are presented in the framework of the above 
parts rather than in a separate introductory section.” Literature 
references at the end of the chapters are chiefly to important 
monographs and to review articles. There are numerous cross 
references within the text, and the index seems to be accurate 
and complete. Structural formulas, diagrams, graphs, and tables 
are used freely. The print is good, and the binding seems sturdy. 


The Lung: Clinical Physiology and Pulmonary Function Tests (Based on 
the 1954 Beaumont Lecture). By Julius H. Comroe Jr., M.D., Professor 
of Physiology and Pharmacology, Graduate School of Medicine, Uni- 
versity of Pennsylvania, Philadelphia, et al. Cloth. $5.50. Pp. 219, with 57 
illustrations. Year Book Publishers, Inc., 200 E. Illinois St., Chicago 11, 
1955. 


The purpose of this book is to explain certain aspects of 
pulmonary physiology for physicians and medical students. The 
emphasis is on those physical and chemical measurements, such 
as maximal breathing capacity and alveolar oxygen partial pres- 
sure, that may help in making differential diagnoses. After the 
necessary explanations, a series of 10 case histories is given in 
such a way that the quantitative information elicited can be 
compared with normal figures. Such figures enable one to decide, 
for instance, whether the polycythemia in a given patient can 
be ascribed to deficient pulmonary ventilation or has its origin 
elsewhere. A collection of standard terms and abbreviations, 
agreed on in 1950 by a group of American pulmonary physi- 
ologists, is given on pages 173 and 174. The need for and the 
accuracy of the term “time derivative” in the present setting 
should be questioned. Borrowed from differential calculus, it 
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means an instantaneous rate rather than the figures usually ob- 
tained in the laboratory by measurements extended over finite 
periods of time. It is also doubtful whether there is any ad- 
vantage in stating a man’s calculated surface area instead of 
giving the figures for his height and weight. Especially com- 
mendable is the abundance of schematic figures that illustrate 
each physicochemical principle. This book should be welcomed 
by medical students for the insights it offers into normal physi- 
ology and into disorders of respiration. 


Antibiotics Annual 1954-1955: Proceedings of the Second Annual Sym- 
posium on Antibiotics, October 25-29, 1954. Washington, D. C. Edited 
by Henry Welch, Ph.D., and Felix Marti-Ibafiez, M.D. Chairman: Henry 
Welch, Ph.D., Director, Division of Antibiotics, Food and Drug Adminis- 
tration. Sponsored by U. S. Department of Health, Education, and Wel- 
fare, Food and Drug Administration, Division of Antibiotics, in collabora- 
tion with the journal Antibiotics & Chemotherapy. Cloth. $10. Pp. 1154, 
with illustrations, Medical Encyclopedia, Inc., 30 E. 60th St., New York 
22, 1955. 


This carefully edited book is more comprehensive than its 
predecessor, which covered the first symposium. It comprises 
introductory remarks, historical background of antibiotics by 
S. A. Waksman, and a series of reports presented by experts 
on various laboratory, medical, veterinary, and agricultural 
phases of this important field. The papers deal with investiga- 
tions on new antibiotics, newly isolated relatives of well-known 
antibiotics, and comparisons with other chemotherapeutic agents 
and certain hormones and enzymes. Discussions of the changing 
susceptibility and resistance of pathogenic micro-organisms and 
of the reactions of patients to antibiotics also are included. Most 
of the reports contain highly technical information, much of 
which is chiefly of interest to microbiologists and clinicians en- 
gaged in research. The book has both subject and author indexes. 
The binding and typography are excellent and match those of its 
predecessor. The book is less likely to appeal to practicing physi- 
cians, veterinarians, or agriculturalists than to investigators with 
specialized knowledge or primary interest in the subject. 


Gynécologie: Traité pour étudiants et praticiens. Par Nicolas C. Louros, 
professeur titulaire de clinique obstétricale et gynécologique Aa l'Université 
d’Athénes. Traduit du grec par le docteur Télémaque Nicoglou, de la 
Faculté de médecine de Paris. Cloth. 5500 francs. Pp. 404, with 397 
illustrations. l"Expansion scientifique francaise, 15 rue Saint-Benoit, Paris, 
6e, France, 1955. 


This book, originally written in Greek, has been translated into 
French. It consists of three parts: (1) morphology and physiology 
of the female body, (2) pathology of women, and (3) gynecologic 
surgery. The author is one of the leading obstetricians and gyne- 
cologists in Europe and there is evidence throughout the book 
of his ability as a teacher, investigator, practical obstetrician, 
and gynecologist. The section devoted to gynecologic operations 
is especially noteworthy. Several of the author’s own gynecologic 
operations are described and illustrated. The book is written 
in simple, lucid language, and the illustrations are clear and 
instructive. Because of this and because the book contains an 
enormous amount of useful information about both medical and 
surgical gynecology, it should be popular among all gynecolo- 
gists who can read French. 


My Life with the Microbes. By Selman A. Waksman, Director of 
Institute of Microbiology, Rutgers University, New Brunswick, N. J. 
Half-cloth. $5. Pp. 365, with portrait. Simon & Schuster, Inc., 630 Fifth 
Ave., New York 20, 1954. 


This is the warm, inspiring autobiography of a Nobel prize 
winner noted for his discovery of streptomycin and for his 
research achievements in microbiology. Within its pages is re- 
vealed the mind and heart of an investigator who early in his 
career became convinced that knowledge “belongs to humanity 
and is the torch that illuminates the World.” Here are depicted 
“the dreams of a youth born under a despotic form of govern- 
ment, educated in a primitive system of schooling, struggling 
hard for the attainment of every minor object, on a long and 
strenuous path toward a goal which appeared at times to be 
quite unattainable.” The story is well told and is highly recom- 
mended to members of the medical profession, the general pub- 
lic, and the youth of America. 
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QUERIES AND MINOR NOTES 


FRACTURE OF FEMUR IN YOUNG CHILD 


To tHE Epitor:—Please discuss treatment of a simple fracture 
of the middle third of the femoral shaft in a 2-year-old child, 
also the indication for open reduction with Lane plate fixa- 
tion in such a fracture. M.D., South Dakota. 


ANSWER.—Most simple fractures of the middle third of the 
femoral shaft in 2-year-old children should be treated conserva- 
tively. The most frequently used method is known as Bryant’s 
method of Buck’s extension. The child is placed on its back and 
Buck’s traction is applied to both legs from the level of the 
fracture downward. The legs are then suspended directly upward 
to an overhead frame so that the child’s buttocks partially clear 
the bed. Weights and pulleys are not necessary. The bandages 
must be carefully applied to obtain distribution of the traction 
over the maximum available skin area. The adhesive or other 
suitable traction strips should not be applied too tightly. The 
circulation should be carefully observed, as serious circulatory 
disturbance has recently been attributed in rare instances to the 
use of this method. Whether or not it is actually due to the trac- 
tion is questionable, but it does occur. Such traction can be 
made portable by making a right angle frame of pipe, cover- 
ing the horizontal portion of it with canvas, and suspending 
the child’s legs to the upright portion. This frame permits home 
treatment and makes it possible to move the child. 

Such fractures can be treated in padded plaster casts. These 
should be put on with the child under anesthesia. They should 
be applied under manual traction with the hip in at least 60 
degrees of flexion and slight abduction and the knee in 60 to 90 
degrees flexion. The other leg should be included to a level below 
the knee. The fractured side should be included to the toes. 
Adequate precaution should be taken to avoid localized pres- 
sure, particularly at the knee. Plaster cast method also allows 
home treatment. With either of these methods, any apposition 
at all is probably satisfactory at this age, providing alignment 
is maintained, and as much as '% in. of overriding in the case 
of an oblique fracture would still be acceptable, if there was 
actual bony contact. 

The following conditions might warrant open reduction. The 
method of internal fixation would depend on the surgeon, and 
any type of internal fixation in general use would probably pro- 
duce an acceptable result, though most of them could not be 
depended on by themselves and accessory fixation in plaster 
would be indicated. 1. Muscle interposition might be so great 
as to preclude apposition of the fragments. If gentle manipu- 
lation under traction failed to restore apposition, open reduction 
would be indicated and would be preferable to violent repeated 
manipulation. 2. If there is evidence of nerve injury or nerve 
interposition, open reduction should be done through a posterior 
incision to permit examination of the nerve, evacuation of the 
hematoma, and such nerve repair as might be indicated. 3. In 
case of circulatory disturbance, absolute immobilization might 
be imperative, and open reduction might, in such circumstances, 
be indicated. 4. In the presence of associated injuries, such as 
burns or head and chest injuries, early absolute immobilization 
might be imperative, and, in such circumstances, such radical 
internal fixation as an intramedullary pin might be justifiable 
in rare instances. 5, The failure to easily secure good position 
after a few days of the Buck’s traction or after gentle manipu- 
lation would justify open reduction. Any position in which the 
bones are in apposition, alignment, and not overriding more 
than 2 in. should be acceptable. 


The answers here published have been prepared by competent authori- 
ties. They do not, however, represent the opinions of any medical or other 
organization unless specifically so stated in the reply. Anonymous com- 
munications and queries on postal cards cannot be answered. Every letter 
must contain the writer’s name and address, but these will be omitted on 
request. 


PHOTOMETERS 


To THE Epitor:—!/ expect to install in my office facilities for a 
clinical laboratory. My practice is in association with another 
general practitioner. One problem is the selection of a color- 
imeter or a photometer. We have seen several varieties and 
wonder which is the best for our needs. We would appreciate 
any help you can give. M.D.., Arizona. 


ANSWER.—Many commercial photometers are available. The 
choice of any single one largely depends on the requirements of 
the individual laboratory, individual preference, and economics. 
Several factors should be considered in selecting a photoelectric 
photometer for routine analytical purposes. Instruments equipped 
for the use of test tubes to contain the solution are preferable 
because of the convenience and low cost of this type of cuvette. 
The single photocell instruments have the advantages of sim- 
plicity of construction and the fact that readings are made on 
a direct reading meter that does not require manual adjustment. 
If such an instrument is desired, the stability of the laboratory 
current should be considered. If this is variable, facilities for 
maintaining a storage battery should be considered, or a voltage 
regulator should be used. The balanced two-photocell design 
eliminates these needs. The width of the spectral band should be 
considered. This is particularly important with filter photometers, 
since there is considerable variation in the width of the spectral 
band transmitted by different filters. In general the narrower the 
band, the more satisfactory will be the photometer. The spectro- 
photometer type of instrument uses devices other than filters for 
isolating narrow spectral regions. This type of instrument has the 
advantage over the filter photometers of greater convenience and 
flexibility. It eliminates the need for purchasing and caring for 
a large number of filters if one wishes to be able to cover the 
entire visible region of the spectrum. For routine analytical pur- 
poses based on established procedures any good type of filter 
photometer will prove satisfactory. Until recently the fact that 
the filter instruments were considerably less expensive than the 
spectrophotometers would have been sufficient reason for choos- 
ing the filter photometer for routine analytical purposes. Within 
the past year, a new spectrophotometer has been placed on the 
market that is designed for routine use and easy maintenance 
and is competitively priced with the better filter photometers. 
This probably should be considered when one is making a 
selection. 


OSTEOPOROSIS 


To tHE Epiror:—A woman fell, and x-rays showed fracture 
of the second metatarsal bone. A cast was applied with rubber 
walk heel, and at the end of six weeks was removed. There 
was swelling of the entire leg from toes to knee, with painful 
weight bearing. X-rays showed marked osteoporosis of all 
bones of the foot. She is on a regimen of gynetone tablets 
daily. So far the swelling and pain is about the same. What 
is the new treatment in the above? 


S. B. Kaufmann, M.D., Fall River, Mass. 


ANSWER.—Pain and swelling of the foot and leg and osteo- 
porosis following a fracture of a metatarsal are indicative of 
an acute bone atrophy or Sudeck’s disease. This means that the 
afferent nerve was injured at the time of fracture. Stimulation 
of this nerve sets up a reflex reaction. The reflex cycle can be 
broken by repeated local injections of novocain. Sometimes it 
is necessary to do a lumbar sympathectomy. It is important to 
avoid stimulation of the nerve such as would come with manipu- 
lation and massage. In this case it might be well to start with 
daily injections of novocain over the point of greatest sensitivity 
and elevate the limb repeatedly during the day. When the acute 
pain subsides whirlpool baths will help restoration of function. 
In all these cases it takes several months for recovery. 
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PAROXYSMAL TACHYCARDIA 


To THE Epiror:—A woman, 68 years of age, has had frequent 
episodes of paroxysmal tachycardia for five years. For the 
past six months they have occurred two or three times weekly. 
Each attack lasts 48 to 72 hours. Her physical examination 
is normal except for mild obesity and moderate arthritis of 
hoth knees. Between attacks there are no cardiac symptoms, 
the heart appears normal, and blood pressure is around 
125/75 mm. Hg at all times. The patient has been receiving 
therapy with quinidine, 3 grains (0.2 gm.) four times daily, 
for a year with little, if no results. She was digitalized empiri- 
cally, but this was discontinued after a month when the attacks 
continued with the same frequency. Pronestyl in adequate 
doses was tried without results prophylactically and Vasoxyl, 
1] cc. every hour for two or three doses, was given during an 
attack with no results. Sodium Luminal, 5 grains (0.3 gm.), 
will occasionally stop an attack but not often. While receiving 
100 mg. of cortisone daily for her arthritis, she was free of 
all attacks for a period of three months. Please suggest treat- 
ment and a means of stopping the attack once it occurs. 


A. D. Blenderman, M.D., Paullina, lowa. 


ANSWER.—The patient described is troubled by frequent and 
prolonged bouts of rapid heart action, but the nature of the 
paroxysm is not defined. An electrocardiogram should be taken 
during an attack to discover whether it is due to atrial tachy- 
cardia, flutter, or fibrillation or to a ventricular arrhythmia. If, 
as seems likely, the episodes are paroxysms of atrial tachycardia, 
several measures may be suggested for prevention and treatment. 
Possible precipitating causes for the cardiac irritability should 
be considered and so far as possible eliminated: excessive use 
of tea, coffee, tobacco; nervous or physical fatigue; overeating; 
constipation; and thyrotoxicosis. Quinidine is usually the most 
effective drug in the prevention of attacks but must frequently 
be given in larger doses than have been tried in the case in ques- 
tion. If the onset of the tachycardia occurs during a limited 
portion of the 24 hours, it is best to concentrate the medication 
for two or three hours before and during this period. For 
example, if the patient had the majority of her attacks in the 
afternoon or early evening she might be given quinidine, 6 
grains (0.4 gm.) at 10 a. m. and at 1, 4, and 7 p. m. If neces- 
sary, larger doses should be used unless the patient evidences 
toxic reactions (e. g., tinnitus, deafness, nausea, vomiting, diar- 
rhea). Benadryl (25 to 50 mg., orally three times a day) or 
atabrine may also prove helpful as prophylaxis. 

Quinidine frequently terminates an episode of paroxysmal 
atrial tachycardia if given in amounts of 6 grains (or more) 
every two hours for four or five doses. If toxic reactions to the 
drug occur without restoration of normal rhythm, other drugs 
may be tried: e. g., ipecac (syrup of ipecac U. S. P. 4 to 16 cc. 
orally). This preparation is unpleasant in that it induces nausea 
or vomiting but is quite safe and may work where other measi-res 
have failed. Between 10% and 30% of patients are able to stop 
an attack without medication by one of a variety of maneuvers: 
leaning far forward in a chair with the head as low as possible, 
massage of one or both carotid sinuses, pressure on either eyeball 
with the eye closed, and deep breathing or the Valsalva experi- 
ment (attempt to expire forcibly with the glottis closed after a 
deep inspiration). 


DIARRHEA BEFORE AND AFTER MENSTRUATION 


To THE Epiror:—A woman 29 years of age has a diarrhea that 
starts three or four days before menstruation and lasts 10 
days following menstruation, after which she feels good until 
next menstruation time. No surgery has ever been done on 
this patient and no other pathological condition can be found. 
X-rays and blood chemistry all are normal. Please give medi- 
cation for this type of diarrhea. 


K. A. Ohme, M.D., Mitchell, Neb. 


ANSWER.—The premenstrual and menstrual phases are asso- 
ciated with increased stress, and, during such periods, somatic 
complaints are more marked than at other times during the 
cycle. Gastrointestinal disturbances in relation to the menses are 
often due to psychogenic factors. The diarrhea beginning several 
days before the menses and lasting for 10 days following the 
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flow may be totally unrelated to any gynecologic abnormality. 
Certainly all possible causative factors for any simple diarrhea 
must be ruled out. Complete stool analysis, including cultures, 
and proctoscopy should be done. In a 29-year-old female, early 
endometriosis should be strongly considered. The diagnosis of 
this condition is often very difficult. A history of severe pre- 
menstrual pain relieved at the onset or very shortly after the 
onset of the flow may be indicative. The newer techniques in 
diagnosis, such as pneumoperitoneum and culdoscopy, would 
be extremely helpful in the diagnosis of early endometriosis, 
especially when there is no palpable evidence of disease. Testos- 
terone, administered orally, for one month, would relieve pain, 
lessen the amount of bleeding, and relieve the diarrhea. If the 
patient obtains such relief from a short trial of this medication, 
it would indicate that she had an early endometriosis, which 
could be verified by either one of the diagnostic aids mentioned. 


FUNGUS DISEASE OF THE LUNGS 


To THE EpIToR:—A young woman residing in Los Angeles con- 
tracted lung fungus disease early in 1954 and has been in a 
private sanatorium since June, 1954. She at first had tempera- 
ture, expectoration, and pain in chest. Her treatment has been 
bed rest and therapy with streptomycin and p-aminosalicylic 
acid, Improvement has been made up to a certain point. Sur- 
gery is now being considered. Is mycostatin being used? Is 
smog an exciting factor, and would a change of climate be 


beneficial? M.D., Wyoming. 


ANSWER.—It is important to know what fungus was recovered 
from the sputum. It is assumed that the patient was tuberculous 
and probably developed secondary bronchopulmonary moniliasis 
while receiving antituberculous therapy. The therapeutic ap- 
proach must depend on the type of fungus isolated. If she has a 
fungus disease of the lung, no improvement can be expected 
from streptomycin and/or p-aminosalicylic acid. Furthermore, 
the possibility of aggravating fungus disease by the administra- 
tion of these drugs mrust be realized. Mycostatin has proved to 
be of some value when used topically for oral moniliasis and 
internally for intestinal moniliasis. The oral route is unsatis- 
factory for pulmonary or systemic moniliasis; there is some, but 
not conclusive, evidence that mycostatin administered intra- 
muscularly may be of value. There is no definite evidence up to 
the present time that mycostatin is of any value in human 
mycotic disease other than that caused by Candida albicans. 
Smog in all probability is not an exciting factor, and, if this 
patient has mycotic disease only, a change of climate will not 
influence the course of the disease. For a complete discussion 
of the etiology, symptoms, treatment, and prognosis of fungus 
disease of the lung, “Manual of Clinical Mycology” (Conant, 
N. F., and others, ed. 2, Philadelphia, W. B. Saunders Company, 
1954) should be consulted. 


SCARLET FEVER TOXIN 


To THE Epitor:—To reduce the stock of biologicals to a mini- 
mum would it be good practice to dispense with the Dick 
test and routinely give scarlet fever toxin in the three con- 
ventional doses two weeks apart while giving typhoid inocu- 
lations simultaneously? In other words, would injection of 
these two substances at the same time be too much for a child 
2 years of age or even less? The Schick test has already been 
largely eliminated by the use of triple vaccine of diphtheria- 
tetanus-pertussis, so it has occurred to me to do the same with 
the Dick test by combining injections as outlined. 


R. W. Mueller, M.D., Solana Beach, Calif. 


ANSWER.—There probably would be no harm resulting from 
administering scarlet fever toxin and antityphoid vaccine simul- 
taneously. Nevertheless, severe reactions have occurred from 
either one. At present the incidence of scarlet fever is at a very 
low point, and in general the disease is of an extremely mild 
type. It is on this account that Dick testing and procedures for 
active immunization have been discarded in many localities. 
Unless scarlet fever is endemic or unless there is an outbreak 
in or near the area where the patient resides, it would not seem 
advisable to inject scarlet fever toxin when immunizing against 
typhoid. 
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METHODS TO OBTAIN SPUTUM 
FOR CULTURE PURPOSES 


To THE Epitor:—A side from obtaining a bronchoscopic sample, 
what is the best method of obtaining a sputum sample for 
culture purposes? How valid is a cough plate, with or without 
expectorated sputum, obtained after rinsing the mouth with 
warm water or germicidal solutions in showing predominant 
organisms and in subsequent sensitivity tests? My inquiry is 
not in reference to tuberculosis but to other organisms. 
Specifically, | am interested in how valid a representation a 
cough plate culture would be of organisms from the lower 
respiratory tract. The clinical problem involves children and 
those who do not have sputum. M.D., California. 


ANSWER.—Rinsing the mouth with warm water or germicidal 
solution prior to obtaining a sputum specimen has value only as 
a mechanical cleanser in order to get rid of salivary and naso- 
pharyngeal secretions. The best method of obtaining a specimen 
of sputum is by an expulsive cough by the patient under the 
direct observation of the physician. For children and for adults 
who are unable to bring up sputum, there are several methods 
that may be used. Deep respirations and the use of postural 
drainage may be effective in obtaining a good sputum specimen. 
The cough plate is usually reserved for the isolation of the 
pertussis-bacillus. The medium used inhibits the growth of the 
usual bacterial flora. While it is possible that a cough plate 
containing ordinary culture medium might catch a good speci- 
men from the bronchopulmonary tree, as a general rule this 
method has not been satisfactory. In children and infants the 
two tongue blade method may be of value. One blade is put over 
the base of the tongue, which causes the child to gag and cough, 
and the other catches the sputum on the blade. At the same time 
a culture by swab method may be obtained. In earlier days when 
it was important to type sputum for pneumococci, a wire loop 
with cotton placed behind and above the uvula into the posterior 
nasopharynx often proved effective. It was found that pneumo- 
coccus could be recovered from this area that was similar to 
the pneumococcus in the lung. When it becomes very important 
to obtain a sputum specimen then direct laryngoscopy may be 
used. Needle biopsy of the lung for bacteriological study is rarely 
indicated. The rapidly increasing number of effective new drugs 
for infections makes bacteriological study of sputum less and 
less important. While it is always desirable to determine the 
exact cause of the pulmonary infection, often this may be 
impossible or unnecessary. The majority of nontuberculous 
bronchopulmonary infections are treated by the antibiotics, with- 
out bacteriological confirmation. Since most of the respiratory 
infections are due to gram-positive organisms, penicillin should 
be used first. If penicillin resistant organisms are suspected, then 
ilotycin and finally the broad-spectrum antibiotics should be used 
if the former therapy fails. Most acute infections of the respira- 
tory tract will respond to this form of therapy. 


NARCOSIS OF NEWBORN INFANTS 


To THE Epitor:—Z/ would appreciate information on the use of 
Nalline in treatment of narcosis of newborn infants. 


M.D., lowa. 


ANSWER.—Nalline is presumed to be a specific antidote in 
the treatment of overdosage with morphine and its derivatives. 
It is active against the respiratory depression caused by these 
narcotics. When it is injected intravenously into the mother who 
has had morphine sedation prior to delivery, there is a significant 
reduction in the need for resuscitation and in the time required 
for such infants to breathe. There is some indication that its 
antagonistic effects to opiates are not apparent in infants of 
mothers who have had ether anesthesia. It is also less effective 
following nitrous oxide anesthesia but still exhibits a significant 
shortening of the breathing time in such infants. The dosage 
intramuscularly or subcutaneously for adults is 5 to 10 mg., 
which apparently lasts two to three hours. In newborn infants 
0.1 mg. to 0.2 mg. injected into the umbilical cord causes prompt 
institution of respiration and improvement in color and muscular 
tone. By mixing 0.4 cc. of Nalline with 9.6 cc. of water for in- 
jection U. S. P., a solution containing 0.2 mg. per cubic centi- 
meter can be obtained. This should be used promptly and the 
unused portions discarded. 
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BRUCELLOSIS 


To THE Epttor:—A woman, aged 45, for 15 to 18 years has had 
marked fatigue and subjective muscle weakness and backaches. 
She was said to have had brucellosis 18 years ago, and this 
was confirmed again recently by the laboratory of the state 
university. Her gallbladder was removed in 1943 at the Cleve- 
land Clinic, where the original diagnosis of brucellosis was 
made. She has had an appendectomy and left oophorectomy. 
She was well until age 25, when she began to notice symptoms 
characteristic of brucellosis. She has never been pregnant. 
A recent article referred to desensitization with a suitable 
antigen such as Melatin. Is there any contraindication to using 
such stimulation as afforded by the amphetamine or piperidyl 
preparations? Is there anything else new for the treatment of 
chronic brucellosis? At this late date (18 years) is one apt to 
get by sternal puncture or stool or urine culture any result 
more accurate than positive agglutination or persistently 
positive skin test? M.D.. Ohio. 


ANSWER.—It is presumed that a definitive diagnosis of brucel- 
losis was made in 1943 when the patient's gallbladder was re- 
moved. One would like to know what titer of Brucella agglutinins 
she has at the present time. It is assumed that she is afebrile. It 
is unlikely that any additional information in this case will be 
gained by sternal puncture or by culturing the urine or stool. 
There is no recent advancement in the therapy of chronic brucel- 
losis. The most effective anti-Brucella therapy is a combination 
of dihydrostreptomycin or streptomycin and Tetracycline given 
over a period of at least two weeks. Meletin is a filtrate of a 
broth culture of Brucella organisms. There is no advantage in 
employing this material instead of a preparation of heat-killed 
organisms. The procedure in desensitization is to so gauge the 
weekly subcutaneous injection of Brucella antigen that a mild 
local reaction is induced without a systemic reaction. Successful 
desensitization may take weeks and months, and the results are 
temporary in many instances. There is no contraindication to 
the use of amphetamine or piperidyl preparations, but these are 
stimulants and not entirely satisfactory therapeutic agents. Care- 
ful, sympathetic, and prolonged psychotherapy must be employed 
in such a long-standing case of brucellosis. 


MANAGEMENT OF ALAR COLLAPSE 


To THE Epitor:—A 30-year-old man had a submucous resection 
in 1947 for marked deviation of the nasal septum to the right 
side. Sufficient cartilage was left anteriorly and superiorly to 
support the overlying soft tissues. He continued to have mild 
nasal obstruction so that in June, 1953, a rhinoplasty was 
done, removing a dorsal hump and shortening and narrow- 
ing the nose. A spur on the right side was then removed by 
submucous resection. Following this operation he had further 
nasal blockage, and in November, 1953, a third nasal opera- 
tion was performed. Adhesions on the left side were ligated 
and cut. A spur was removed from the right side of the sep- 
tum, and further adhesions on the right side were ligated; 
however, the net result of these three operations has been a 
shortening and narrowing of the external nares so that at 
present on inspiration the ala nasi draw inward and obstruct 
the nose. Is there any further operative work that should be 


done? Leonard Breslaw, M.D., Lewisburg, Pa. 


ANSWER.—Assuming that the septum and all intranasal ad- 
hesions have been properly cared for, the problem presented 
is essentially the management of alar collapse. Postsurgical alar 
collapse may be the result of: (1) excessive removal of alar 
cartilage, (2) excessive removal of upper lateral cartilage, and 
(3) excessive removal of skin lining of the vestibule. Most likely 
a combination of one or more factors would be the case, and 
the treatment would depend on which was dominant. To repair 
the loss of skin lining it is necessary to utilize skin grafts, which 
are placed into the vestibule of the nose in strips. The skin is 
inserted after the tissue between the upper and lower lateral 
cartilages has been dissected free and the area of adhesion be- 
tween septum, upper, and lower lateral cartilage has been de- 
nuded. To lengthen the ala and septum, cartilage implants in 
the region of the limen vestibuli and occasionaily into the colu- 
mella will be necessary. Added cartilage implants inserted into 
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the soft lower laterals may be necessary. Frequently, a bar of 
cartilage wedged between the septum and upper border of the 
lower lateral cartilage and lower border of the upper lateral 
cartilage may serve as a bulwark and prevent the collapse. This 
may further be supported by another bar of cartilage extending 
over the dorsum of the septum and wedged into the upper rim 
of the lower lateral cartilage. The source of the cartilage may 
be the remaining septum. If this is insufficient, alar cartilage 
or rib cartilage may be employed. In any event, this patient 
should have further surgery to correct the postoperative alar 
collapse. 


SYMPATHECTOMY AND HYPERTENSION 


To tHE Epitor:—My husband and I are physicians, and we 
have had some controversy over the lasting effect of sym- 
pathectomies in cases of hypertension. My husbana’s brother, 
aged 43, has been complaining of fulness in head, dizzy spells, 
hot flashes, and precordial piercing pgins that have awakened 
him from sleep. He has had vague head symptoms since his 
early 20's; however, he was put on the fire department force 
and left two years ago after a slight accident. He had been 
working for an airplane plant on Long Island for two years 
but asked to take a leave of absence. When he was to return 
to work he was refused because of high blood pressure, and 
four months ago he had a ruptured peptic ulcer and was 
operated on at the Meadowbrook Hospital. His recovery was 
uneventful. Now I have him on a regimen of reserpine, 
apresoline, Theominal (theoleromine plus phenobarbital), with 
reserpine, etc. He still has a hypertension (200/120, 182/116, 
174/115, 182/110 mm. Hg, etc.). What is your opinion of 
medication, and what is the consensus of opinion on sym- 
pathectomy today? 


Louise M. Puglise, M.D., Brooklyn, N. Y. 


ANSWER.—It is now established that, in something like 21% 
of patients undergoing sympathectomy, arterial pressure returns 
to or near normal and remains there at least three to five years 
and often longer. Another 30% or more have some fall in 
pressure and the rest none at all. No one knows how to pick 
those who will have the good results. It would seem desirable 
to push the hydralazine dosage up to about 700 mg. daily, and, 
if a fall in pressure occurs, reduce it to the lowest dosage con- 
sistent with a well-maintained reduction in pressure. Rauwolfia 
may be added if it is shown to elicit an even greater fall in 
pressure. Phenobarbital may not be necessary if Rauwolfia is 
given, but possibly it might be helpful. Sympathectomy may be 
done if the patient is unable to take the medicaments or is 
having no lasting fall in arterial pressure. When the results from 
this operation are good, they may be very good. 


SUNLIGHT AND TUBERCULOSIS 


To THE Epitor:—/n our country we consider a previously exist- 
ing pulmonary tuberculosis as compensable when the nature 
of the work exposes the laborer to extreme temperature 
changes. Furthermore, in our tuberculosis sanatorium, the 
Quezon Institute, patients who are permitted to walk are not 
allowed to be exposed to the direct rays of the sun. It is the 
belief of the sanatorium authorities that exposure to sun’s 
rays will hasten the progress of the lesion. Please comment. 


M.D., Philippine Islands. 


ANSWER.—It is generally agreed that excessive exposure to 
sunlight sufficient to produce sunburn has an adverse effect on 
latent pulmonary tuberculosis. Many observers have noted that 
hemoptysis has frequently been attributed to excessive exposure 
to sunlight. Any environmental factor that accelerates fatigue 
or has an enervating effect on the person should be avoided by 
one with latent tuberculosis. Physical effort could not be sus- 
tained for as long a period of time in a hot environment as 
under normal conditions of work; however, it is doubtful if 
temperature of itself has any deleterious influence. The only 
direct observations found on this subject are those of Duncan 
and Mariette (Am. Rev. Tuberc. 36:387, 1937). These observers 
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actually exposed patients with active tuberculosis to artificial 
environments involving excessive temperature. This work was 
done at a time when artificial fever therapy was being recom- 
mended for some other conditions. The observers concluded that 
such temperature changes have no beneficial or adverse effects, 
as nearly as could be detected under the conditions of the 
experiment. 


CHILDREN INHALE CHLORINE 


To tHE Epitor:—A large number of children inhaled chlorine 
after a coupling broke on a pipe through which it was being 
transferred from a tank car into a pulpmill where it is used 
in bleaching. At first these children were strangling and had 
signs of acute bronchial irritation. 1 am interested in what 
the delayed results could be. M.D., Wisconsin. 


ANSWER.—The inquirer would do well to read a report by 
Chasis and others (Occup. Med. 4:1 |Aug.| 1947) describing the 
happenings after a major chlorine accident in Brooklyn leading 
to 418 persons being examined at hospitals, with 33 observed 
over the ensuing 16 months. Without minimizing the immediate 
and early concomitants such as pneumonia, after severe chlorine 
exposure, it may be urged that delayed organic reactions are 
not expectable. What takes places ordinarily will have been in- 
augurated within 14 days of the exposure. Anticipation of long- 
delayed responses may lead to functional disorders involving 
anxiety reaction, phobias, hysterical phenomena, and psycho- 
motor disturbances in various forms. The dictum is to the end 
that chlorine kills or injures promptly or kills and harms not 
at all. 


CEREBROSPINAL FLUID PRESSURE 


To tHE Epiror:—What effect does caffeine sodium benzoate 
have on cerebrospinal fluid pressure? M.D., New York. 


ANSWER.—Caffeine sodium benzoate lowers the cerebrospinal 
fluid pressure in the normal human subject and in patients with 
increased intracranial pressure. Early observers suggested that 
the effect was related to the diuretic action, which caused an 
increased blood viscosity with the result that fluid was with- 
drawn from other tissues, including the brain, in-an effect to 
dilute the blood. The decrease in brain volume thus accom- 
plished was then said to result in a lowered cerebrospinal fluid 
pressure. It appears more likely, however, that the effect of 
caffeine on the cerebrospinal fluid pressure is secondary to its 
effect on cerebral blood flow. Caffeine constricts the cerebral 
blood vessels, as indicated by the increased cerebrovascular re- 
sistance and a lessened cerebral blood flow after administration 
of the drug. The reduced volume of blood in the brain results 
in a decreased pressure in the capillary and venous system and 
consequently in a decrease of cerebrospinal pressure. 


WEIGHT REDUCTION 


To THE Epiror:—Please comment on the statement, “If you 
are overweight it is imperative that you do not use too much 
water or liquids at or between meals. It is also important that 
you watch your salt intake because the excessive use of salt 
helps to retain water in the tissues, thereby preventing you 
from reducing your weight no matter how restricted your diet.” 


M.D., lowa. 


ANSWER.—'‘Nutrition and Diet in Health and Disease,” (Mc- 
Lester and Darby, ed. 6, Philadelphia, W. B. Saunders Com- 
pany, 1952) states as follows: “Any effect of fluid restriction or 
low-salt regimens on weight reduction of the obese patient is 
due entirely to the influence of such regimens on water loss. 
They do not promote the burning of the excessive tissue fat, 
and accordingly are not effective in the treatment of obesity. 
Obviously, if the fluid restricted by such a regimen is a potent 
source of calories (such as beer or carbonated soft drinks), the 
restriction will improve the effectiveness of a low-calorie sched- 
ule! Otherwise it is quite without value.” 
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